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Preface 


THE OBJECTIVE in writing this book was to provide a set of illustra- 
tive materials to supplement and lend vitality to the bare description 
' which makes up much of the content of courses in abnormal psy- 
chology, mental hygiene, and the like. As such it should prove use- 
ful in all settings where efforts are made to develop for beginning 
students a framework within which to recognize classes of psycho- 
pathological phenomena. While the book was developed for college 
undergraduate students, the material it contains may well be ger- 
mane to courses in psychopathology offered in medical schools, 
nursing schools, and schools of social work, and to training pro- 
grams for personnel ancillary to the psychiatrist and nurse in a 
mental hospital. 

The overriding concern in collecting and organizing the material 
which follows was to present as realistic an image as possible of the 
variety encountered among various syndromes. To this end the 
“classic” case was not sought out; instead, multiple “everyday” 
examples of a given nosological entity were offered. Reading the 
book, therefore, may be regarded as nearly the equivalent of read- 
ing a wide range of similarly organized case records from a sampling 
of hospitals, clinics, and private practitioners. Textbook descrip- 
tions of the syndrome in question, and brief discussions pointing up 
salient features in the cases, aid in establishing a frame of reference 
' for classifying psychopathology. 
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An undertaking of the type represented by this book requires the 
willing cooperation of a large number of individuals. The authors 
have been fortunate to have such cooperation from a variety of busy ie 
professionals who opened their case files to them and carefully 
reviewed material that was extracted. It would be only fitting that 


these professionals be granted public thanks, but the protection of y 
the anonymity of the more than ninety cases used in the book re- y 
quires that they go unnamed, and that the places where they prac- i 


tice go unidentified. Further efforts to make the identification of 
specific cases unlikely have involved fictionalizing many of the in- 
cidental facts of the cases. This should make it virtually impossible 
to identify any single individual. Any similarities between actual 
Persons and case descriptions included herein result from coinci- 
dence or the essential commonalities to be found in individuals 
suffering-the same pathological syndrome. 

Certain individuals read portions of the mansucript as it was \ 
being produced and offered many useful suggestions for change. — 
Their contributions can and will be acknowledged. They include y 
Drs. J. H. Flavell, J. D. Frank, E. A. Gardner, M. R. Goldfried, 
N. I. Harway, W. O. Jenkins, G. R. Pascal, J. Romano, L. F. 
Salzman, A. D. Smith, and C. F, Terrence, They are all psycholo- i f, 
gists and psychiatrists who took time from busy schedules to ac- 
commodate the authors, and they deserve wholehearted gratitude. 

The final product is, of course, the sole responsibility of the i 
authors, who chose to accept certain constructive criticisms and to A 
Teject others. It was they, too, who defined the scope and structure 
of the work. Accordingly, they stand ready to shoulder any criti i 
cisms which might be forthcoming. 

A concluding word of thanks is due the women who toiled so 
diligently deciphering undecipherable scrawls and typing the man i 
script, Irma Hubbard, Marcia Macklin, and Edith Wilde, and the 
women who put up with the authors while the undecipherable 
scrawls were being put on paper, Joanne Zax and Joan Stricker.. 


Melvin Zax 
George Stricker 
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1 . Introduction 


CERTAIN KINDS of learning are best achieved as the result of per- 
sonal experience with the object of study. Dealing solely with ab- 
stract concepts and excluding concrete examples can have serious 
limitations. The study of human behavior and its vicissitudes es- 
pecially seems to be an area where this problem may arise. The 
need for firsthand interaction between the advanced student of ab- 
normal behavior and those he is studying has long been recognized, ` 
and formal mechanisms for providing such interaction are basic 
aspects of training. One could not conceive of a training program 
for clinical psychologists or psychiatrists which failed to include 
an extensive opportunity to observe and talk with other observers, 
and to hear them talk with and about a wide variety of patients 
suffering from a wide variety of disorders. In such training programs 
these practicum experiences in which “real people” are met and 
dealt with are at least equally as significant as purely theoretical 
pursuits. Experiences of this type are important too for the begin- 
ning student of abnormal behavior, though unfortunately it is an 
_ unusual program that can provide such training. Typically, classes 
are so large and clinical facilities which might provide such expe- 
= riences so limited that the most that can be offered is the case pres- 

_ entation of a few hospital patients who are interviewed briefly be- 
fore a large group and whose symptom pictures and backgrounds 
are discussed later. One of the few practical means for acquainting 
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_ the beginning student with a wide sampling of people whose struggle 
to adjust to life forces results in some mild-to-serious breakdown in 
effective functioning is the written case study. To be optimall 
useful such material should cover most of the wide gamut of dis 
orders which are known, and should attempt to convey an impres- — 
sion of the many forms each particular disorder may take. i} 

The aim of the present book is to provide such case studies for 
both beginning students of abnormal behavior and for more ad 
vanced students who seek to broaden their clinical experience and — 
acquire a better grasp of diagnostic entities. The characterizations 
presented will embody most of the psychogenic disorders and some — 
of the organic syndromes which manifest a typical pattern of be- 

havioral dysfunction. M 

For the sake of clarity, the usual approach to the case study 
involves the description of a single classic case. All too often this 
procedure results in insulation of the beginner from the complex 
ramifications of abnormal behavior, and may do more to mislead _ 
than to enlighten. This is particularly so when the student attemp Its, Ps 

_ to apply what he has learned. Intensive study of disordered be- hi 
havior reveals that the clean-cut “textbook” examples are rare if 
deed and, when encountered, may provide cause for near ce bra- 
tion. Despite the reaffirmation of faith in what was learn 

= abnormal psychology which follows such a “find,” the s 

; student must do considerable relearning as the result of his day-to 
day experiences, and if he progresses, he often does so notwith- 

standing his early experience. 

In order to circumvent this difficulty and to satisfy one oft 

A criteria of usefulness indicated, each syndrome will be represent e 

” by more than a single case and, where possible, by several case 

This is done to convey the impression that the symptoms whi hi 

be part of any particular syndrome involve aspects of beha 

f selected from a larger mosaic, and vary from one person to ano’ 

M vitho a prescribed framework. The presentation of a multi 

of cases is intended to illustrate that there are unique and idios} 

‘cratic manifestations, as well as common and unifying symp 
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clinically necessary separation of the incidental from the essential. 
_ It should be added that in certain sections which follow fine distinc- 
tions between syndromes will be drawn in an effort to explain why 
_ a given case was classified in one way rather than another. This 
‘should not be taken to imply that such distinctions are always im- 
portant ones. Ultimately the overriding concern should be what can 
be done to improve the patient’s functioning and feelings about him- 
self, and the relationship between the specific “label” that he car- 
ies and his chances of living a more comfortable life is not neces- 
sarily very high unless one is dealing with gross differences like 
sychosis or neurosis. The emphasis on distinguishing between syn- 
‘dromes which have much in common is applied merely to help 
co lvey as accurate a picture as possible of the sub-syndromes 
within many of the major diagnostic categories. Also, the authors’ 
i ‘aa ggle to differentiate among various syndromes should underline 
_ in the reader’s mind the infinitely varied nature of psychopatholog- 
al symptoms. ‘ 
The second criterion of usefulness, that of breadth of coverage, X, 
can be met by adopting some thorough classificatory scheme and ie 
$ ttempting to compile cases exemplifying its various subcategories: 


a A Bleuler, and Freud we have inherited certain RE BN 

ch now guide many of our observations. While these need not 
ect sarily be considered the sine qua non, they are currently the 
st widely used and have been included 1 ina manual on nomen- 


one sa inclusive, and is probably the most widely used, it 
is b g adopted as the framework for this book. Another im- KIN 


ria 


portant reason for utilizing this approach is that psychiatric dis- My 


ord are here viewed, in the terms of Adolph Meyer, as cess 
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types” (Noyes and Kolb, 1958). Such “reaction types” imply that 
disorder stems from the interaction of a unique personality and a 
particular set of environmental circumstances, always resulting 
in a picture which is to some extent singular. It is precisely this 
view which stimulates the writing of a casebook of this type. 

The Diagnostic and Statistical Manual of the American Psychia- 
tric Association groups disorders under two major rubrics, depend- 
ing upon whether the origin is related to impairment of brain tissue 
function or not, thus distinguishing between the so-called “organic” 
and “psychogenic” disorders. The several subtopics of the disorders 


of psychogenic origin include Psychotic Disorders, Psychophysix= 


ologic Autonomic and Visceral Disorders, Psychoneurotic Dis- 
orders, Personality Disorders, and Transient Situational Personality 
Disorders. Such subtopics, and the sub-groupings under them, rep- ` 
resent the major parts of this book, together with one chapter 
devoted to assorted disturbances associated with structural changes 
in brain tissue. 

Each chapter which follows will be organized in a prescribed 
manner common to all. An opening section will present a textbook 
description of the syndrome under scrutiny. This will be followed 
by case materials of individuals who have been diagnosed as belong- 
ing in that category. Finally, a short discussion section will follow 
each set of cases. In the latter, specific cases will be compared, with 
special note being taken of ways in which they seem similar or 
different. Questionable or especially difficult differential diagnoses 
will be indicated with consideration given to the reasons for the 
diagnostic decision. Occasionally this will involve comparisons 
between different diagnostic categories which bear close similarity 
to each other. Chapters which take up syndromes which are them- 
selves divided up into several subgroups will include separate de- 
scriptions of each subgroup and separate discussions of the cases 
presented to illustrate it. 

The overriding emphasis, both in the case material presented and 
in the formulations of the cases, is descriptive. Insofar as possible, 
interpretive comments which may have appeared in the actual case 
records are excluded, and only the descriptions of actual behavior 


nw 
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and events which seemed most germane to diagnosis are offered. 
Thus this book is clearly oriented toward the overt symptomatology 
of abnormal behavior. The question of dynamics—or the reasons 
for such behavior—is an extremely complex one that is to a con- 
siderable extent not consistently formulated even by expert cli- 
Nicians. At a superficial level this question often appears answerable 
on the basis of the objective environmental events surrounding the 
Onset of the disorder. Even here individuals having different orienta- 
tions regarding the etiology of mental disorders may choose to 
emphasize some facts in preference to others; nevertheless, most ob- 


4 “servers would agree as to most of the significant factors immediate 


to the development of a behavioral disturbance, The majority of the 
cases to be described will include such data and, when it is not 
included, the absence of a clear precipitating circumstance will 
usually be a significant feature of the syndrome in question. 

In seeking dynamic answers at a less immediate and superficial 
level, which usually requires a formulation in terms of develop- 
mental features, great divergencies among clinicians may appear. 
Various theories have been propounded to catalogue such develop- 
mental factors and to offer explanations on that basis, but any 
attempt to take these into account, in addition to what has already 
been stated as the major purpose of the book, would result in an 
altogether unwieldy tome. Another problem arising from such an 
approach is that, in order to use it, it is necessary that highly de- 
tailed information about the forces surrounding the individual dur- 
ing the early, formative years be available. Such data are rarely 
- found in the ordinary case record because they can almost never be 
elicited, either from the patient or his relatives, in a brief series of 
diagnostic interviews. Such material, when it is forthcoming at all, 
appears gradually during the course of extended therapeutic con- 
tacts, a special situation in which unconscious forces that becloud 
and distort memory are minimized. Perhaps it is just this inacces- 
sibility of the pertinent information and the special process needed 
to ferret it out which accounts for the profusion in theories which 
offer dynamic speculations. 

Most of the interpretive comments which will be put forth in dis- 
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cussion sections will focus, therefore, on the more immediate fac- 
tors which seem related to the disorder. Where deviations from this 
practice appear, it will be because certain rather objective etiolog- 
ical factors seem persistently present in most of those who develop 
a given disorder. However, no attempt will be made to offer a depth 
formulation of the dynamics of any of the cases. 

A final word should be added regarding the sources of the case 
materials. All were drawn from the files of clinics, hospitals, and 
some private practitioners at various places in the country. In every — 
case the material was rendered anonymous and was reorganized 
but essentially the case excerpts include most of the data to be foun 
in the “Psychological History” and “Present Illness” sections of the 
ordinary hospital or clinic chart. The description of the illness s 
based on the observations of the admitting physician in a hospi 
or the examining psychiatrist in a clinic, and the description pro- 
vided him by the patient and/or relatives or friends. As such it is 
subject to some unreliability and interpretive bias, but on the who ty f 
it is probably more accurate than information found in the psyche 
logical history. Such data derive from patients and from either rel- 
atives or friends, and are so far removed from firsthand experience it 
and specific behaviors that distortions due to foggy memory or } 

reconceptions are likely to creep in. As a result one must be ~ 
prepared to question the credence of some descriptions of e a 
relationships with significant persons when the current pic r 
seems at theoretical odds with such descriptions. At times th 
authors have so questioned themselves where certain kinds of « 
tortions of past relationships and events seemed to characte: 
those suffering a given syndrome. 

From what has been said, it should seem clear that the materi 
offered by this book will by no means represent all, or even 
majority, of what is needed for a thorough understanding, with 
the limits of present knowledge, of abnormal behavior. Cert 
dynamic or explanatory principles are vitally important, and 

. will have to be provided by other materials. alt) 


2. Involutional Psychotic Reaction — 


ises from the individual's failure to adjust to the challenge of the 
yysical and social changes occurring at this time. For women, 


f tb, sixty- -five. The disorder appears to be edea 4 in females, 
10 comprise about 75 per cent of the group affected. Light is ii 
hed on some possible causes of these age and incidence differ- A 
ences, as well as on the typical symptoms of the syndrome, when 
he nature of the aforementioned challenges is elaborated. f 


glands occurs in women in the middle-to-late forties and in K 
n in the early fifties. This is usually accompanied by changes in 
letabolic and vegetative activities of the body. For women, 3 
eriod of life usually marks the onset of menopause. Noyes 

olb (1958) further suggest that these factors may result in ri 
creased irritability of the sympathetic nervous system, while 


s in the genesis of involutional melancholia is unclear. It seems 
- that their psychological implications, however, are of prime 
tanco. 
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subjectively experienced old age and progressive decay. This is apt 
to be particularly stressful in a culture which places a premium on 
the vigorous qualities of youth and fails to provide a clearly re- 
spected role for the aging. Frequently these phenomena occur at a 
time when the family unit is breaking up, that is, when children 
are on the verge of taking up an independent existence. At such a 
time the leaders of this unit begin to find themselves without the 
followers to whom they have devoted themselves, and who lent 
much of the meaning to their own lives. The upheaval in the 
woman’s role is especially acute at such a time since the bulk of 
her energy has been centered in the family. Men have an extena=»- 
sive investment of ego in their work, and this investment may not 
suffer greatly as the result of involutional changes, providing an ele- 
ment of stability to their existence. These factors, then—the time 
when changes in glandular function characteristically occur and the 
difference in the social roles of men and women—help to explain 
the differential incidence of the disorder. They also help one to un- 
derstand the typical symptom picture which arises. 

In the classic case the early stages of this disorder are charac- 
terized by hypochondriacal concerns, irritability, restlessness, a 
general pessimism, a narrowing of interests, indecision, excessive 
upset over minor matters, spells of weeping, a disturbance in the 
sleep pattern, and a loss of appetite. This distressing state may in 
turn provoke the fear of losing one’s mind. Such symptoms seem 
to reflect both physical changes as well as the unverbalized feeling 
that one’s role in life is becoming vacuous, that there is little to 
look forward to anymore. Where there was once purpose and 
meaning, there is now only uncertainty and, worse, emptiness. 
More advanced symptoms include profound depression accom- 
panied by much overt anxiety and agitation, hypochondriacal delu- 
sions, concerns over supposedly sinful transgressions usually re- 
lated to obscure and relatively trivial incidents from the distant 
past, feelings of unworthiness and fears of disease and impending 
death. In the severe case fear and agitation mount, the patient 
paces continually, wrings the hands, weeps, beats her head against 
the wall, moans, tears at her clothing, and beseeches, “What will 
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become of me?” or “Why did I do it?” The patient may seek con- 
stant reassurance from doctors and nurses or may besiege them 
with complaints. At times she may hold herself responsible for the 
ills of others, especially members of her family. There are some- 
times feelings of unreality and in rare cases hallucinations may 
occur. These more advanced and severe symptoms may be viewed 
as exaggerations of the milder ones as well as the consequences of 
the early illusions and delusions. Since one’s life is crumbling, it 
must be that one has induced this by committing the “unpardonable 
sin,” hence the soul-searching. If one has sinned then he should be 

-spunished—and certainly not fed—hence the agitation, the re- 
fusal of food, self-abnegation, and such. In any given case the ex- 
planatory delusion may be characterized by intropunitiveness, 
resulting in depression and feelings of unworthiness, extrapunitive- 
ness, resulting in paranoid delusions where others are held respon- 
sible for the unhappy state, or a mixture of the two. The alternative 
will probably be determined by the premorbid personality struc- 
ture. 

As a final note before introducing illustrative case material, men- 
tion should be made of features which differentiate the disorder un- 
der discussion from other affective disorders, especially those in- 
volving depression. The absence of a history of previous disorder, 
especially one involving extreme mood swings, is an important 
factor for distinguishing between involutional and manic-depres- 
sive psychoses. Perhaps the most distinctive symptom of the involu- 
tional psychosis is the characteristic form taken by the depression 
which develops. Contrary to what occurs in the depressed phase of 
the manic-depressive state or in other disorders involving depres- 
sion, in the involutional depression there is marked agitation and 
much manifest anxiety instead of the usual slowing of thought and 


motor processes. 
CASE STUDIES 


n Hilda S., a forty-eight-year-old mother of two children, was 
committed to a mental hospital by her family. She was a person of 
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European birth who came to this country alone when in her mid- 
twenties to work on the New England farm of distant relatives. 
After a few months she left the farm with the hope of earning more 
money by working in a large city. She lived alone at this time and 
worked as a domestic, the main focus of her life being her work. 
Her formal schooling in this country consisted of only a few years 
of night classes, which provided her with a modicum of facility 
with the English language. After seven years in this country, while 
in her early thirties, Hilda met her present husband, and after a 
relatively brief courtship they were married. Her employment as a 
domestic terminated permanently at the birth of her first child, one 
year after marriage. Her husband was a lower middle class farme: 
Before the onset of her illness, Hilda was a rather quiet woman , 
whose life centered about her home. Gardening interested her and 
provided a hobby to occupy her spare time. She always had a tend- 
ency to be easily upset, and in such situations chose to confide in 
her husband, obtaining some comfort in this way. She had a few 
friends, but preferred to entertain them in her home rather than to oy 
visit theirs. She was a regular churchgoer, but never was preoccu- 
pied with religious questions or affairs. The onset of the disabling - 
symptoms which eventuated in hospitalization was said to be rela- 
tively acute, beginning at the time three months prior to admission _ 
when she experienced her last menstruation (prior to that there 
had been none for several months). She became restless ani 
seemed continually on the verge of losing her emotional control. 
There were expressions of dissatisfaction with her life on the farm 
and a demand that the family move to the city. About two we 
prior to admission she began complaining of severe headaches 
which were unrelieved by sedation. During this time it became ' 
vious that she was becoming forgetful and that her remarks lacked 
logic. These symptoms were accompanied by a difficulty in sleep- 
ing, followed within a few days by talk of seeing spies in her hom 


‘companied by frequent Sioa in which she would rush aro ) 
the house kissing holy pictures. Immediately before hospitalizat 
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she became quarrelsome toward members of her family because 
they failed to sympathize with her delusions about spies. 

At her admitting interview it was found that although this was 
Hilda’s first hospitalization, she had, for several years, been mildly 
suspicious of people, and this feeling that others might attempt to 
harm her was seen as being intensified in the current episode. The 
interview was marked by behavior and verbalizations which be- 
spoke a severely depressed, agitated mood state. Her facial ex- 
pression depicted suffering, and almost before the interview be- 
=- gan she was complaining of a pain in the lower part of her neck. 
“~o Her agitation was manifested by frequent moving about in her seat, 
holding her hand, in turn, to her. head, her cheek, and her chin, 
and continually shifting the position of her body. Her remarks 
were often punctuated by moans and, at times, groans. She was 
= disoriented for time and place, and both recent memory and atten- 
_ tion span were poor. J 

Hilda’s delusions took the form of a fear that both she and her 
_ family would be destroyed because of an incident in which she had 
-been involved shortly after she came to this country. When asked f 

why she had come to the hospital she cried, “I heard them say they 
wanted to put me away on account of the baby. I thought they 
were going to hang me. They were hanging everybody. They put 
“my children away and I got so scared.” Further probing revealed È 
Dt that the baby referred to was the child of a family for whom she 
had worked over twenty years before. Hilda said that once, during 
er employment with this family, she had “made the child touch my 
ody.” This incident had been a source of guilt ever since. 

Shortly after hospitalization Hilda was treated with five electro- 
convulsive shocks within a period of one month. She responded to 
treatment very well, and when she was free of delusions she was 
placed on convalescent care at home. For the next year she was — 
treated with tranquilizers, and except for recurrent but mild de- 
essions she achieved a good recovery. 


Ella D, a fifty-two-year-old woman, was committed to a state 4 
‘mental institution after an attempt at suicide while a patient in a 
Mie; pr. 

$ is 
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general hospital. She was married but childless, and had never 
been hospitalized before for any mental disturbance. Her educa- 
tion was limited to grade school, which she completed while in her 
late teens, indicating that her progress there was slow. After work- 
ing for several years as a semiskilled factory worker she married 
her present husband, at the age of thirty-five. He owned a small 
business and economically they were of middle-class standing, liv- 
ing in a medium-sized midwestern city. 

Ella was born in a large midwestern city, the youngest of four 
children, two of whom had died before she was hospitalized. The 
only remaining sibling was an older sister. Her mother died when, ea 
the patient was five and the responsibility for raising the family 
fell to the father, an immigrant to this country, who had recently 
died of old age. Raised as a Catholic, Ella lost interest in the 
Church as an adult, and was married in the Protestant church of — 
her husband. She had always been a seclusive person with a pes- = 
Simistic outlook on life. She tended to be moody and never had — 
many friends. Her interests seemed centered about sewing and 
housework. Ella was never interested in raising a family, and it 
was presumably by choice that she remained childless. | 

Her symptoms became noticeable about six months after going 
through menopause and about six to nine months prior to her first 
hospitalization. At this time Ella became irritable and discontented, 
expressing the desire to leave the apartment where she was living 
with her husband, because she feared “things” would be done to 
her and to her husband. She began to suspect her neighbors and 
Storekeepers and felt they were pointing at her and poking fun at 
her behind her back. These symptoms subsided briefly but then she 
began losing interest in her daily activities, neglected household 
chores and threatened suicide, Shortly before her hospitalization 
she wandered away from her home and was found by police six | 
hours later wandering the streets of a suburban community. At that 
time she was confused, disoriented, 


ave z and expressionless. Her ex- 
planation for leaving home was that someone had told her that her 


husband had left for the army (World War I had just begun) 


“o 
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and that she had to get out of her house. She was placed in a gen- 
eral hospital for a few days, and during this time thought and ac- 
tivity were slowed and she seemed to be in a “mental fog.” After 
a few days she tried to strangle herself with a wash cloth, subse- 
quently explaining, “I tried to kill myself to learn when I was 
born.” Shortly thereafter she was committed to the state institution. 

Upon examination in that institution Ella was oriented for time 
and place and both recent and remote memory were good. De- 
spite this she remained somewhat confused and delusional and 
threatened suicide. She felt people were talking about her and ac- 
cusing her of having stolen things. She wept frequently and pro- 
claimed that her husband was a wonderful person from whom she 
wouldn’t be parted for the world. Ella made a point of spontane- 


` ously denying that she had never been married or that she had any 


vile disease. On the ward she was very restless, shouting to an im- 
aginary self and to others through open windows, and obviously 
misinterpreted occurrences around her. She refused to eat and was 
negativistic and grossly resistive to ward routine. Ella expressed 
fear that she would be electrocuted, that people would bury her or 
that they would put her in a penitentiary. At times she expressed 
fear that her sister wanted to do away with her and her husband in 
order to get their property. She insisted that no one could prove 
such things against her as illegally signing checks. She developed 
the delusion that a man came into her room one night and that she 
subsequently heard that same man’s name mentioned on the radio. 

During a six months’ stay in the hospital she gradually became 
less restless and aggressive, became neat and began to comply with 
ward routine. At the end of this period she was described as 
friendly, but not sociable. She was able to recall that she had been 
very ill and had felt responsible for all of the world’s ills at one 
time. Placed on convalescent care in the custody of her husband, 
she made a good adjustment for a short while. However, she be- 
came actively psychotic once more, and it was necessary that she 
be returned to the hospital nine months later. During the next four- 
teen years she was in and out of the hospital three times, managing 


that he was an excellent father. She was also concerned that she — 


Sr 
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to maintain herself outside of an institution for only a few months 
ata time before her earlier symptoms recurred. Eventually she was 
discharged and to date, three years since, has not returned. 


Silas B., a fifty-seven-year-old married father of two children 
was hospitalized for the first time on the recommendation of his fam- 
ily physician. He was born in the Midwest, where he only man- 
aged two grades of schooling before he quit, at the age of fourteen, 
to help on the family farm. He married his present wife when he 
was twenty-one and she was eighteen. He worked for others on 
farms most of his life, never owning any land of his own. About >” 
ten years previous to hospitalization he took a job as a laborer, 
which he had continued to hold, and which he enjoyed very much. 

Silas’ life always centered about his home. His only acquaint- 
ances were the men with whom he worked, and contact with them 
was limited to working hours. He once enjoyed hunting and fishing, 
but this activity declined in the years before his hospitalization. 
His time in recent years had been spent busying himself about the 
house, where he was a skilled “do-it-yourselfer.” i 

He had always been interested in his children, and his wife felt 


might have nagged him, but he never mentioned this. This was 
consistent with his shy, even-tempered disposition, although he 
had been inclined toward jealousy. Silas always had difficulty in ex- _ 
pressing feeling, unlike his wife, who appeared, on the surface, to _ 
be a demonstrative woman. 
About two years prior to hospitalization he had some major 
medical difficulty culminating in the removal of most of his stomach 
due to ulcers. He felt that he had slipped quite a bit during the aco 
ceeding few years, although this was said in apparent reference to 
his ability to perform the physical work of which he was once ca 
pable. He also admitted to an increasing impotence, which he at 
tributed to advanced age. While he did not display any feelin 
about the impotence, he was quite curious about its possibl 


him sexually. With the onset of impotence, Silas’ manner toward i 
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women began to undergo a gradual change. He began chatting in- 

terestedly when friends of his wife visited in his home, whereas, in 

the past, he had avoided them. 

About eight months prior to hospitalization Silas accused his 

wife, who had been visiting neighbors while he napped, of having 
an affair with a young man that the two knew casually, and for 

whom the wife had little regard. These accusations originally oc- 

curred at monthly intervals, and then with increasingly more fre- 

quency until they began to occur daily. The episodes were accom- 

f, panied by trembling and tears, and always followed by profuse 
= >applogy. His wife’s suggestion that he see a doctor was refused, 

and once, when she urged him to see a doctor, Silas became en- 
raged and destroyed some furniture. He would look for signs of the 
lover’s presence and threatened to kill him if he found him. He 
also threatened suicide once during an episode. He thought that 
many of these episodes followed periods of drinking. When sober 
he agreed that his wife was faithful to him, but insisted that she 
once had been unfaithful. Finally, upon the advice of a doctor, he 
agreed to commit himself to a mental institution. 


tive. While he was underproductive and did not volunteer in- 
formation, he was logical and appropriate in his reactions. He 
~ seemed to be under a good deal of tension. He admitted that he 
had no conclusive evidence of his wife’s infidelity, but thought 
he had seen the suspected lover’s car parked before his home, Once 
he thought he heard his wife talking to the man in her bedroom, 
_ but didn’t check to see if he was actually there. 

After two months of thorazine treatment he was placed on con- 
valescent care in the custody of his wife. Within a short time he 
_ Was able to return to work, and during the next year he made a 

_ good adjustment and was officially discharged. 


__ Alice S., a fifty-year-old widowed mother of one daughter com- 
ac mitted herself to a mental institution in a large midwestern city. 
= She had been born, the oldest of three children, in this city. Her 
mother was seen as being a fine, religious, God-fearing woman who 


Upon admission he was neat, friendly, composed and coopera- _ 


a 
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also tended to be finical and pessimistic, and frequently yelled at 
Alice. As a result of exaggerated strictness, she tended not to pay 
much attention to her mother, although she was occasionally hurt 
by the latter’s suspiciousness. She could recall that her mother ac- 
cused her, when she was seven years old, of sexual wrongdoings 
with a neighbor’s son of the same age. Alice was heartbroken as a 
result of this false accusation. Her father was a steady worker who 
had a violent temper. He was a consistent drinker and often came 
home drunk. However, he was also cheerful and lenient, and Alice 
felt much closer to him than she did to her mother. Both parents 
died of heart conditions within the prior four years. 
She was a good student and enjoyed school very much. She left 
after two years of high school in order to go to work as a stenogra- 
pher and by the time she was married she was office manager in a 
small industrial concern. At the age of twenty-five she married 
after being swept off her feet in a whirlwind courtship. She said her 
husband was the one and only man in her life, but also said that 
she never really was in love with him. Her husband was an en- 
gineer whose work frequently entailed travel. Socially and sexually, 
he was far more experienced than she. After only two years of 
marriage, he began staying away from home for increasingly long 
Periods, and going out with other women. After four years of mar- 
riage the couple Separated, and a year after this event her husband 


was killed in a train accident. Alice was glad that her daughter 
Was born, even though the marriage was obviously on the rocks, 
because she had “wanted som 


ebody for herself.” She and her 

daughter lived in a large house with her in-laws, with whom she 
he chaotic nature of the marriage- 
her daughter was twenty years old 

and working as a receptionist for a dentist. She had graduated from 
high school and gone to work, although her mother would have 
Preferred that she attend college. Alice had always been suspicious 
ee Sexual behavior, and forced her to resign from 
aia es as a high school sorority, because of her suspi- 
hans n her daughter was nine a neighborhood mother com- 
plained that she and the neighbor’s son were engaging in mutual 


always got along well, despite t 
When Alice was admitted, 
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sexual exploration. When in high school she was caught by a 
teacher kissing a fellow student. Her maternal concern over such 
behavior led Alice to consider consulting a psychiatrist about her 
daughter, but her family physician talked her out of this. 

Alice was a quiet, retiring woman with very little in the way of 
Outside interests. Her time was occupied either with her secretarial 
work or her housework, leaving her no time for recreation. She 
dated briefly after her husband’s death, but lost interest and had 
not seen men formally for years. She was always self-conscious 
about her marital failure, and felt that people talked about it in a 

edeprecatory fashion. Six months before her hospitalization she 
missed her menses twice and thought that she was experiencing 
menopause, but regular menses subsequently resumed. 

About two weeks before hospitalization, Alice had difficulty 
sleeping and waking in the morning. This increased to the point 
that she didn’t sleep at all before admission. While she felt nerv- 
ous, she was not depressed and did not cry. About a week prior to 
admission she “noticed” that people at work were talking about 
her and her marriage. She began to worry that her daughter had 
committed some offense for which she was wanted by the police. 
She went to police headquarters to ask if there were any charges 
against the daughter. She also went to the FBI and to her priest, 
refusing all reassurance that her daughter had not absconded with 
her employer’s money. The night before her hospitalization Alice 
stayed at her brother’s house and thought she heard neighbors there 
talking about her daughter’s sexual misadventures. When she heard 
water running upstairs, she was sure her daughter was drown- 
ing someone. When urged to come to the hospital, Alice felt that 
everyone was trying to get her out of the way so that they could send 
her daughter to jail without her knowledge. By this time she felt 
that people were saying her daughter consorted with sexual per- 
verts and even animals. 

Upon admission Alice showed no agitation or anxiety, and 
seemed detached even when speaking about her daughter’s crimes. 
While well-oriented and logical, she had a tendency to wander off 
into her delusions. She denied any feelings that people were trying 
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_ to poison her, although her ward behavior belied this. Her first 
few days on the ward were very disturbed and marked by free hal- 
lucinations and delusions. She was restless and had difficulty eating 
and sleeping. 

She was treated with five electroconvulsive shock treatments and 
showed measurable improvement. Her delusions and hallucina- 
tions were dissipated and she became more cheerful and out- 
going. Her sleep and appetite improved and she began to partici- 
pate in ward activities. Alice was then discharged, and for the past 
five years there has been no further recurrence of this disorder. 

oO 

Karl T., a fifty-six-year-old druggist, voluntarily entered a pri- 
vate mental institution in a large city in the South. Married, and the 

father of three teen-age children, he had recently retired to live, in 

upper-middle-class circumstances, off income from investments. 

He was born in a small southern town, the sixth in a family of 
nine children born to German immigrants. His father, an extremely 
hard-working man, had developed a successful hardware business, 
and he was described as a very ethical person who made many 
friends and gained a respected position in the town. Because he 

Spent so much time in his business and because there were so 

many children in the family, the patient rarely got individual at- 

tention from him. Nevertheless, he felt closer to his father than to 
his mother, whom he described as a fru 

Worried constantl: 


a she was a devoted person who cared for the physical needs 
o 


ler children, she was not warm, and her efforts to divide her at- 
tention among the several children resulted in many of the siblings 
feeling emotionally distant from her. She died about fifteen years 
before the patient’s hospitalization, after a lingering illness. His fa- ` 
ther, who had remarried, died ten years later. 
After high school Karl attended a pharmacy school on the ad- 


vee of a cousin who pointed out that one could support oneself 
while attending s 


employed as a d 
he Married, eve: 


gal, exacting person who 


Tuggist in a local store. At the age of thirty-three 
ntually having three teen-age children. He con- 


y lest her children fall in with bad company. Al- — yi 


uch a school. After he received his degree he was i 
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tinued to work for others until the age of forty-two, when he 

Opened his own store and made a great success of the business. His 

daily routine called for him to work twelve hours a day seven days a 

week. His only interest other than the store was athletics, and he 

frequently exercised in the local Y.M.C.A. gymnasium. There he 
became proficient at squash and was proud of his ability to beat 
_ Much younger men at this vigorous sport. 
Even though Karl was successful in business, and wise in his 

f, financial investments, he saw himself as a dependent, insecure per- 

son who had always been apprehensive about the future. Perhaps 
sas a result of his insecurity he never felt satisfied if he merely met 
the requirements of a job, and felt that he must do more than just 
= what was expected of him. He was very reluctant to accept re- 
$ sponsibility, and considered it a great accomplishment when he 
was able to operate his own business so successfully. 

About two years before his hospitalization he suffered a fall in 
which he tore some of the cartilage in his leg, and was then forced 
to abandon his athletic activities. Eight months before his hospital 
admission he impulsively sold the pharmacy in order to have more 
time to relax. Although he still received an adequate income from 
t Property investments, Karl found that he was unhappy without his 
accustomed routine. Symptoms developed five months before ad- 
mission to the hospital, when he began to brood over having sold 
= the business, This feeling gradually became more intense, and 
= was accompanied by feelings of guilt. In an effort to dispel these 

le tried working for others, but this only intensified the depres- 
sion. He began to have difficulty falling asleep and would awaken 
at four or five in the morning and pace up and down. His interest 


in his surroundings waned, and having no appetite, he suffered 
some loss of weight, 


Karl was constantly preoccupied with having sold his store, and 


he began to feel that he had let his family down and “killed his fu- 
ture.” He felt guilty over not having spent more time with his 
family and accused himself of being impulsive and childish. He 
| Tefused to dine out with his wife because he felt too inferior to be 
seen in public. He gave up the hope that he would ever do anything 
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worth while again, and his concern lest something happen to his 
family grew because he felt that he could no longer care for them. 
When a well-to-do businessman of his acquaintance committed 
suicide Karl was quite shaken and feared that he might do the 
same. At this point he saw his family doctor, who recommended 
hospitalization. 

When interviewed after his admission to the hospital Karl pre- 
sented the picture of a well-developed, neat man who looked 
younger than his stated age. He was anxious and restless as he 
talked and intermittently ran his hands through his hair, walked 
around, sat down, wrung his hands, and twiddled his thumbs. Hisa 
mood was clearly depressed, and tears came to his eyes as he dis- 
cussed his mother’s death. He was generally friendly and coopera- 
tive and well able to reason logically. Orientation, attention, 
memory, and his grasp of general information were all good. He 
admitted to sexual impotence, which upset him a great deal during 
the previous four months, and caused him to worry that he would 
never be well again. He regretted not having been more attentive 
to his parents when they were old and alone and worried about 
the stigma his emotional illness might place on his family. 

Karl was hospitalized for approximately one month, during 
which time he was treated with five electroconvulsive shocks. After 
the third he was free of all symptoms, but on discharge he was ad- 


vised to continue psychiatric treatment in order to consolidate the 
gains made during hospitalization. 


Discussion 


The preceding cases describe 
in various hospitals as sufferin 
tions. Clearly, 


patients who have been diagnosed 
g from involutional psychotic reac- 
there are some features in these cases which are 
common to all, and others which are relatively restricted in in- 
cidence. In this discussion such factors as the affective state of the 
patients, the intactness of intellectual functioning, the role played 
by declining sexual functions, the Presence and quality of delu- 
sional material, the tendency to resurrect and dwell upon trivial 
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transgressions from an earlier time, the premorbid personality, and 
the course and outcome of the disorder will be examined, and com- 
parisons between cases will be drawn. 

Perhaps the factor which is most common among these cases in 
particular, and with involutional psychotics in general, is the char- 
acteristically anxious and restless affective state found in all of 
these patients. This was variable in intensity, ranging from the 
rather severe agitation displayed by Alice S. in her first few days of 
hospitalization to the relatively less intense state of tension dis- 
played by Silas B. In some cases this resulted in hyperactivity, 
while in others (Alice S.) hallucinatory and delusional phenomena 
were seen. Each of these patients was in an unhappy, uncomforta- 
ble state which was communicated quite clearly to others, and 
which often resulted in thoughts of suicide or in actual overt at- 
tempts. Also common among these cases, although in varying de- 
gree, was the disruption of intellectual functioning as a result of 
the affective state. Hilda S. was grossly disoriented, not knowing 
where she was and having lost track of time. She had little capacity 
to recall recent or remote events and may well have been charac- 
terized as being in a confused state. Though Ella D. was better ori- 
ented, her responses to questions revealed some confusion and 
delusional material. The perceptual distortions of Alice S. also be- 
spoke cognitive disturbances. On the other hand both Silas B. and 
Karl T. were capable of exercising appropriate logic in most re- 
spects. Of course, even they harbored unfounded delusions and ap- 
prehensions centered about the aspects of life which provided 
major stresses for them. 

In all of the cases presented the patient was manifesting a clear 
decline in the sexual functions. Each of the women had passed 
through, or was in the process of passing through, menopause, 
whereas both men were experiencing impotence. In most of these 
cases there was a reaction to sexual decline which seemed to be 
reflected in the symptom picture. In the delusions of Silas B. re- 
garding his wife’s infidelity the relationship seems rather direct. 
Karl T.’s sexual impotence was paralleled by his feeling that he was 
impotent with respect to protecting his family from future emer- 
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gencies. Ella D. began to fear that her husband might be eien 
away from her a few months after menopause. One of Hilda S.’s 
great concerns was over an act that had strong sexual overtones 
and, as her own mother did, Alice S. always seemed to have pro- 
jected her own sexual and aggressive impulses onto her daughter, 
with an intensification of this process when her own sexual powers 
started to wane. It would seem that concern over the loss of sexual 
adequacy played some role in each of these cases, although there is 
much variability with respect to the extent to which this is so and 
the manner in which this concern is expressed. 

The nature of the delusions manifested by these patients are seen 
to vary considerably. Those of Silas B., Alice S., and Ella D. were 
largely persecutory in nature, with much of the responsibility for 
their difficulties being attributed to others. While Hilda S. also 
tended to blame others, she likewise blamed herself for having 


brought down serious difficulties on herself and her family. Karl T. 
on the other hand heaped all reproof on himsel A 


Many of these patients expressed serious regrets over incidents 
avior which previously had provoked only minor guilt and 


or beh: 
which had in the past presumably lain dormant. For Hilda S. there 


was the incident with the child; for Ella D., the guilt over having — 
married out of her church leading to the spontaneous denial that 
she had never married. Karl T. began to worry over his real or im- 
agined neglect of an aging mother toward whom he had probably 
always harbored some resentment, 

Despite their varied socioeconomic and educational backgrounds 
there is a great homogeneity in the premorbid personality picture 
of each of these cases, They all seemed to share a banal type of 
existence which expressed itself in a concentration of time and ef- 
fort on Telatively few activities, leading to a limitation of their in- 
terests in activities e 
Alice S. and Silas B. performed their jobs and then returned home, 


where they made other jobs for themselves, Karl T., by working j 
twelve hours a day left little room for anything else. Both Hilda S. 
and Ella D. engaged for the most part in solitary activities within 
the home, leaving little time for developing friends or interests out- s 


xternal to their own narrow preoccupation. — 
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side of the home. With such a large proportion of time and effort 
devoted to relatively few activities, it is clear that failures in these 
activities would be a shattering experience, and would leave the 
individual with little to fall back upon by way of replacing the loss, 

Despite differences in the amount of follow-up data available 
On these cases, a few generalizations emerge regarding the typi- 
cal course and treatment of this disorder. In three of these cases a 
good recovery from the more overt symptoms was achieved after a 
short series of electroconvulsive shock treatments. Silas B. also was 
able to leave the hospital within a short period of time during which 
ie aas treated with thorazine, a tranquilizer. Only Ella D., who in 
many ways lived the most rigidly narrow life before her illness, 
failed to make a rapid recovery, but continued to experience symp- 
toms for many years after the onset of the disorder. 

In conclusion, brief mention should be made of factors serving 
to differentiate these cases, diagnosed as involutional psychotic re- 
actions, from other cases with similar symptoms which might 
Teceive alternative diagnoses, Specifically, a difficult differential di- 
agnosis often must be made between involutional psychotic reac- 
tion and some form of paranoid or depressive disorder. Hilda S., 
Ella D., and Silas B. were all suspicious that, in one way or another, 
people were doing or about to do things that would be harmful 
to them, and as such they presented an appearance similar to that 
of many paranoid patients. The diagnosis of involutional psychotic 
reaction seems most appropriate, however, when one considers 
the pattern Surrounding the development of these symptoms and 
the time of life when they occurred. In each case the symptom- 
inducing stress was similar, and it is this factor which is the hall- 
mark of this Particular diagnostic entity. The depressive form of this 
disorder, as displayed by Karl T. and to some extent Hilda S., is 
distinguished from the depression seen in other disorders by its 
characteristically agitated quality. Instead of slowing down in their 


S _ thinking and behavior, both became tense, restless and uncomfort- 


able. In addition, since the initial Occurrence was late in life, this 
Could not be the characteristically cyclical agitated depression seen 
in a person suffering from a manic-depressive psychosis. 


y 


3. Manic-Depressive Reaction 


THE MANIC-DEPRESSIVE REACTION is a disorder with a long his- 
tory, having been described in the early writings of the Egyptians, 
Hebrews, and Greeks (Arieti, 1959). It is distinguished from the 
other psychotic reactions by a characteristic recurrence of and re- 
mission from symptoms in a cyclic pattern. The symptoms take the 
form of an alteration of the affective state of the individual. The 
cyclic pattern may include a series of manic episodes; a series of 
depressive states; an alternation between the two, which is referred 
to as the cyclic type; or a concurrent mixture of 
both reactions, referred to as the mixed type. 
Manic-depressive reactions comprise a relatively small percent- 
age (less than 10 per cent) of first admissions to mental hospitals, 
About 60 per cent of these cases are women. The age range within 
which first admissions usually occur is a wide one. The great ma- 
jority of cases are thought to occur between the ages of twenty and 
fifty-five, although one study reports a Tange of fourteen to sixty- 
five for initial attacks (Rennie and Fowler, 1942). Approximately 
40 per cent of manic-depressives suffer recurring depression, about 
35 per cent suffer recurring manic states, and the remainder, or 25 


per cent, are characterized by the cyclical alternation of both symp- 
toms. i 


The manic phase of this disorder may 
increasingly intensive degrees of elatio 


the features of 


be characterized by three 
n, exaggerated psychomotor 


, 
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activity, and disruptions in ideation. The mildest form of the reac- 
tion is termed hypomania. The hypomanic patient, on superficial 
appearance, may seem merely to be in a particularly good mood. 
He appears moderately elated, confident, witty, clever, entertain- 
ing, and, despite ceaseless activity, seems never to tire. Such people 
are often capable of accomplishing a great deal if they can main- 
tain some degree of control over their affect. All too often, however, 
the person who originally appeared to be aggressive, brilliant, and 
sociable begins to appear domineering, hostile, and incapable of 


' following a plan to conclusion, and may become extravagant and 


sexually promiscuous. These patients usually fail to show delu- 
sions or hallucinations and, in their lack of insight into their con- 
dition, vigorously deny that they are ill. 

A somewhat more severe type, acute mania, represents a more 
pronounced form of hypomania. Where the hypomanic was elated, 
witty, confident, and so forth, the patient in the acute manic state is 
euphoric, boastful, and overbearing, and may be inclined to laugh 
boisterously and talk at the top of his voice. His anger is easily 
provoked and his gay mood may change suddenly, with violent, 
destructive behavior becoming a real possibility. Even those who 
have formerly shown the restraint of a moralistic background may 
become obscene in their talk and grow aggressive sexually. The 
flight from one idea to another is so rapid that speech may be in- 
coherent, with a failure to make logical connections between one 
idea and the next. In this state there may be confusion resulting in 
disorientation for time and place, and the mistaking of strangers for 
old friends. Transient delusions and hallucinations may occur, and 
not uncommonly the patient claims to possess great wealth and 
high position. 

In the most extreme manic state, delirious mania, onset is com- 
monly sudden and the patient is confused, wildly excited, and vio- 
lent. He is completely disoriented and may well experience vivid 
auditory and visual hallucinations. His extreme and incessant over- 
activity makes it impossible to converse with him. At such times he 
is extremely dangerous to himself and others and may suffer a rapid 
and debilitating weight loss. 
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As in the case with the manic phase of the disorder, the depres- 
sion seen in manic-depressives may be characterized by three de- 
grees of intensity, depending upon the amount of dejection present 
and the extent of the psychomotor retardation. The mildest form, 
simple depression, involves general feelings of melancholy and dis- 
couragement, along with some retardation in physical and mental 
activity. The energy for engaging in everyday affairs is lacking, and 
Somehow this activity does not seem important. This view is often 
accompanied by feelings of personal unworthiness, failure, and sin- 
fulness. The loss of interest in outside activities is often reflected in 
a loss of appetite and consequent weight loss, with digestive diffi. 
culties, such as constipation, being quite common, Difficulties with 
sleep are also frequently experienced. Conversation is minimized 
and words are used slowly and sparingly. Despite these signs of 
Slowing and depression, orientation is retained and memory and 
logic are unimpaired. There is often the rationalization that cur- 
Tent difficulties are punishments for earlier transgressions, 

In acute depression the psychomotor retardation is more severe. 
While a patient in a simple depression may have preferred to be 
alone, he now will actively seek solitude. In a similar manner the 
other symptoms of simple depression become intensified, The suf- 
ferer, in his guilt, may now see himself responsible for such unlikely 
occurrences as natural disasters or economic misfortune. There 
may also be strange hypochondriacal delusions which 
cast in a depressive mold, and take the form of such feeli 
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The mixed type of manic-depressive reaction is characterized by 
a simultaneous combination of manic and depressive symptoms, as 
opposed to the cyclical type, in which the symptoms alternate. The 
most common form of mixed reaction is a state described in con- 
nection with involutional disorders, agitated depression, in which 
motor restlessness is superimposed on depressive symptomatology. 
In the mixed manic reaction the agitated depression is less directly 
related to the problems of aging than is the case in involutional 
melancholia. 


Case STUDIES 


Lillian H., a sixty-two-year-old spinster, was admitted volun- 
tarily for the third time to a small midwestern private mental institu- 
tion. Although her formal education had ended at the conclusion of 
grade school, she had, over the years, held a responsible position 
as an office manager with a large industrial concern. She had lived 
alone for several years in a large midwestern city at some distance 
from the small town in which she had been born and reared. 

Lillian was second in a family of four girls and one boy (the 
youngest) born to Russian immigrant parents who were devoutly 
religious, orthodox Jews. These parents were described as people 
who lived by a strict religious code which severely limited the ac- 
tivities of their children. The father, who owned a small grocery, 
was a very stoical man whose life centered about his religion and 
who absorbed many slights and indignities without retaliating. The 
mother instilled in her children a high sense of moral purpose, par- 
ticularly with respect to anything even remotely resembling sexual 
contact. In the family setting emphasis was placed on the finer 
intellectual things of life—good literature, music, and stimulating 
conversation. When Lillian’s mother was forty-seven she suffered a 
“nervous breakdown,” and Lillian had to leave school to care for 
her. For the remaining twenty-five years of her life the mother was 
ailing and the primary responsibility for her care fell to Lillian, who 
was herself described as having always been “a nervous person.” 
In her early twenties she took a stenographic position in her home 
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town and worked steadily at this until her mother died, when Lil- 
lian was thirty-one. Shortly after this she experienced intermittent 
periods of depression and hyperactivity punctuated by impractical 
schemes which resulted in great expenditures of money for little 
profit of any sort. After one such disastrous episode involving the 
remodeling of the family home in order to make apartments which 
might be rented, her agitation mounted and she was hospitalized 
for six months. When she was discharged she moved from her 
home town to the city where she was living at the time of her most 
recent hospitalization. There she again took up office work and 
rose to a responsible position before succumbing to a depressive 
episode, at age forty-eight, which required another brief period in 
the hospital. Lillian’s sisters also suffered depressive disorders 
which required hospital treatment. Her oldest sister spent several 
years in an institution after the death of her husband. Only her 
brother, who rejected the family’s strict heritage and was consid- 
ered a “black sheep,” never suffered a serious emotional disorder. 
The episode which led to hospitalization began seven months 
prior to admission when Lillian began to feel that she was not able 
to work as efficiently as she wanted. It was also suspected that she 
resented the fact that younger people were advancing at a faster 
Tate than she. As a result she retired and remained alone, living 
in a single room, having few friends and only her solitary interests 
in reading and music. After a few months she attempted to go back 
to work, taking several jobs which she held for only short periods 
of time. Finally, about one month prior to admission she returned 
to her home town for a vacation with her younger sister, who, on a 
visit to her, found her depressed and mildly agitated. Lillian gradu- 
ally became more and more depressed, eating sparsely, sleeping 
little, and roaming aimlessly about the house saying “what shall I 
do—it’s too involved.” She suffer 
Constipation, and 


gtadually began to feel dejected throughout the 
day. { 


When these symptoms became extreme Lillian was admitted to 
th 
ically and coherently and displayed a good memory for both re- 


ed crying spells, a loss of weight, _ 


e hospital, where she presented a neat appearance, spoke log- i 
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cent and remote events. She was also able to calculate well and 
manifested a good grasp of general information. She sat rigidly in 
her chair, wringing her hands and continually saying, “It’s too in- 
volved, too complicated, you can’t help me. I don’t know what to 
do.” The interview was frequently interrupted by her pacing back 
and forth, only to sit down again and begin to moan. Although she 
seemed alert, she responded to questions only after long pauses, 
if at all, and often said simply, “It’s too involved,” or “Don’t ask me 
any more questions, I don’t talk about that.” 

During her'two-month stay in the hospital she was treated with 
eight electric shocks. After four of these her behavior improved, 
her sleep pattern became more regular, and she required less seda- 
tion. After eight shocks she slept well, but manifested some confu- 
sion, which lifted after one week. Since her depression had by then 
disappeared and she was sleeping well, she was discharged, and 
during the next five years she experienced no recurrence of the 
disorder. 


Ralph L., a thirty-two-year-old father of one child, was com- 
mitted for the first time to a large state mental institution in the 
northeast, A college graduate, he had worked as a chemist for the 
past five years with a large industrial concern in a northern metrop- 
olis. He lived with his wife in a self-owned home in a pleasant 
middle-class neighborhood. 

In relating details of his past Ralph was generally evasive but 
he did indicate that his father was a shadowy figure in the family 
who failed to live up to his potential as a promising cost accountant 

_ because of his excessive drinking. His improvidence and tendency 
to dissipate his earnings on alcohol made life for his wife and two 
children very chaotic. Because he lost jobs it was necessary that 

_ they move often and Ralph, the older of the children, was forced 
_to make frequent readjustments to new schools, new friends, and 

new neighborhoods. His mother was a cold person who was re- 
signed to his father’s weaknesses and pampered his drinking. At 
the same time, however, she discouraged any effort on his part to 
improve his lot by derogating him. Whenever he lost a job she 
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openly displayed her disgust for him. Ralph’s mother managed the 
affairs of the family, and his father was ignored by both children. 
Because Ralph’s sister was six years younger than he, their rela- 
tionship was quite remote. 

Most of Ralph’s growing up was done in a small town in upstate 
New York, where he graduated from high school. There he was ac- 
tive in local church organizations and was a good student. After 
high school he was encouraged to attend a large midwestern state 
university by his mother, who obtained the help of her family in 
financing his education, There he met the only girl he was ever to 
date steadily, and shortly after he was graduated magna cum laydz, 
he married her and accepted a job as a chemist in the midwest. By 
this time his mother had left his father; the latter was to die of 
cirrhosis of the liver, alone and neglected. After working for two 
or three different concerns in the midwest, Ralph decided to ac- 
cept a job with his current firm in the northeast so that he could 
be closer to his mother and friends. Characteristically he was de- 
scribed as a quiet, passive person who was generally dependent on 
his wife and, before that, on his mother. 

The onset of his symptoms occurred approximately ten months 
prior to his hospital admission, At that time a close friend and fel- 
low worker was asked to resign his position and Ralph became en- 
taged at this. He also expressed dissatisfaction at his salary and 
began to go on brief drinking sprees. About eight weeks before his 
hospitalization, when he found that he was not to receive the pay 


raise for which he had hoped, he became furious. At this time he 


began to complain Openly to fellow workers about the company’s 
unfairness and stupi 


dity in not appreciating his ideas for making 
improvements. When he was offered an opportunity to take a test to 
qualify for advancement, he became further enraged at his em- 
ployers’ unwillingness to recognize his worth on the basis of his ex- 
cellent College record. As a result he began being absent from 
work or leaving at midday to go on drinking binges. These episodes 
gradually increased in frequency and length so that he often re- 
mained away from home much of the night. During this time his 
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usually quiet and courteous manner changed and he became loud 
and coarse, often laughing nervously and inappropriately. After a 
quarrel with his wife about five days before he was hospitalized, he 
impulsively took a plane trip to New Orleans to visit with an old 
college buddy. He returned in two days to take up once more his 
hyperactive night life and drinking. When his wife prevailed on two 
of his friends and fellow workers to talk to him about his irresponsi- 
ble behavior, he became profane and ordered them out of his 
house, and began to throw dishes through the windows. The police 
were called in and he was forcibly taken to the hospital. 

eWhen he was examined he manifested a swaggering, self- 
sufficient air. He spoke coherently but tended to ramble, at times 
irrelevantly, and seemed to be under great pressure. He passed 
quickly from one topic to another. While not grossly hallucinatory 
or delusional, Ralph’s frequent references to the unfair treatment 
he received at work sounded almost paranoid in nature. In most in- 
tellectual functions he performed well, so that his orientation, 
memory, retention, and ability to calculate were all good. 

On the ward he was careless in his appearance, so that, contrary 
to his usual neat dress, he would lounge around in pajamas or with- 
out a shirt. He was assertive to the point of being meddlesome in 
the affairs of other patients. He was overly familiar with ward per- 
sonnel and doctors and his joking was always followed by loud, 
raucous laughter. His overactivity during the first few days was ex- 
treme to the point of resulting in assaultiveness. Ralph was also un- 
restrainedly profane. A depressive undercurrent was manifested 
from time to time in short episodes of tears and sobbing. These 
tended to pass quickly and were replaced by his more usual bra- 
vado. He was treated with electric shocks, after which he became 
more quiet and coherent. After five weeks of hospitalization he was 
well enough to be discharged to the care of a private psychiatrist. 


Julia B., a sixty-two-year-old spinster, was voluntarily admitted 
to a west-coast state hospital for the fifth time. Although she had 
held a responsible secretarial job at one time, for the previous six 
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years she had been an unskilled factory worker. Julia resided with 
a married cousin and the cousin’s family. This cousin was a relative 
near whom Julia had lived as a youngster. 

Julia was an only child whose father, an immigrant carpenter 
from southern Europe, suffered a “nervous breakdown” described 
as involving depression when he was in his early forties. He lived 
Out the remaining fifteen years of his life in a state institution. At 
the time of his hospitalization, Julia, who was nine years old, was 
placed in the home of an aunt and several cousins, all of whom 
treated her like a “poor relation.” Her mother returned to work as a 
domestic, living in the home of a wealthy family. After three years 
her mother took a different job and had Julia return to live with 
her. Because money was so scarce Julia left school after nine 
grades and began working as a domestic. While in her teens she 
took evening secretarial courses and eventually, at twenty, was 
able to take an office job. She was promoted to progressively more 
important positions in this office, in which she remained for twenty- 
three years. During this period she became burdened with the care 
of her mother, who had grown feeble and had to retire. In addition, 
while in her mid-thirties, she suffered the first of a series of four 
depressive attacks which were to beset her during the next seven- 
teen years. This first attack was apparently precipitated by her 
unrealistic fear that, in an impending office reorganization, she was 
to be demoted. Her mother died following Julia’s fourth and last 
hospitalization prior to the most recent. Throughout her life she 
displayed little interest in men and dated very infrequently. She 
had no close friends except for one or two of the cousins with 
whom she had lived. Her interests, apart from her work, were few, 
and although she was described as usually being passive and de- 
pendent, there were times when she became overactive, bossy, and 
domineering. 

She left her office job in her mid-fifties when her firm moved to 
another city, and because’ she feared taking another such position 
she became a factory worker. In this job she worked for a man 
who was a distant relative. The onset of symptoms leading to the 
current hospitalization dated to the time six weeks prior to admis- 
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sion when this relative died. When this happened, Julia became 
convinced she’d lose her job. She was also shaken by the fact that 
she began to suffer from hypertension. The final blow came when, 
about two weeks before her admission, she suffered a burn on her 
hand while ironing. While not serious, this necessitated her remain- 
ing away from work for several days. During this enforced idleness 
she brooded over her many imagined inadequacies and began to 
lose interest in caring for herself. She slept little, was constipated, 
and walked constantly around the house wringing her hands and 
talking about her fears. A few days prior to hospital admission she 
attempted to return to work but, once there, felt that she simply 
coufd not do anything properly. After three such attempts to pick 
up the threads of her life once more, she consulted a psychiatrist, 
who recommended hospitalization. 

When interviewed in the hospital she sat immobile, with a fixed 
melancholy expression on her face. She spoke in a soft, low, mo- 
notonous voice, answering “No, I don’t know” and “I can’t” to 
most questions. She offered no spontaneous conversation. She was 
oriented for time and place, but demonstrated only a fair grasp 
of general information. She was able to do calculations, but needed 
coaxing to attempt them. In explaining the meaning of proverbs she 
used words sparingly. For example, to explain the meaning of 
“When the cat’s away, the mice will play,” she answered. “Mis- 
chief.” 

For the first few weeks in the hospital she was generally de- 
pressed, displaying no diurnal variation. She was treated with a 
series of eight electroconvulsive shocks during her six-week stay. 
As a result of this treatment she improved enough to be dis- 
charged to the care of a private psychiatrist. 


Helga D., a forty-two-year-old mother of two sons, was com- 
mitted for the first time by her family to a state institution near a 
large city on the eastern seaboard. She had only a grade-school edu- 
cation and at twenty-one, after working for four years at a semi- 
skilled factory job, married her present husband and kept house. 
Her husband, who was three years older than she, was a tool and 
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die maker in a’ large industrial concern. He was a steady worker 
and the family was of middle-class circumstances. 

Helga was the third child in a family of seven born and reared in 
the large city in which she was living when hospitalized. Little was 


normal circle of friends but she dated only her husband, whom she 
married after a five-year courtship. At seventeen, shortly after start- 
ing her only steady job, she suffered what was termed a “nervous 
breakdown.” At this time she was excited, tremulous, hyperactive, 


cent years it 
death in the f. 
trol, Tequiring the full attention of other members of the family. 


The onset of the most recent disorder was precipitated by Hel- 
ga’s concern over the dis 
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recently stared at her as if she were God. The family physician was 
called and a nurse secured to care for her. When she became abu- 
Sive toward the nurse and began to curse and use vile language, she 
was placed under sedation and taken to the hospital. 

At the mental hospital, Helga was completely out of contact, agi- 
tatedly keeping up a stream of associations. Noisy and resistive, she 
threatened personnel and only occasionally could maintain her at- 
tention long enough to offer a relevant response to a question. Her 
speech was so rapid and under such pressure that she was rarely co- 
herent. Her mental processes seemed to operate more rapidly than 
her,ability to speak. She manifested ideas of persecution and gran- 
diosity with much religious content, and she experienced both au- 
ditory and visual hallucinations. In typical fashion, when she was 
asked what her trouble was, Helga replied, “Would you like to be 
tied up and lay here? I had an Easter suit to wear. I would like to 
have a higher priced one. Will you please leave my husband in here 
and get me out of here—please, deliver me anywhere—I won’t 
give you another word because I want to get out of here. Before 
twelve o’clock we will be millionaires. You are trying to get my 
confession and put me in the garbage can and put the cover on—go 
to hell and stay there. I will cut you all to pieces. I will put a bullet 
Tight in you. I won't listen to you because you know more than I 
do—get out of here, go to hell. I’d rather die than be the way I 
am.” 

On the ward she was hyperactive and restless, and interfered 
with other patients. Unless restrained, she tore her clothes, 
screamed obscenities, and talked at the top of her voice. She was 
given frequent sedatives and was often kept in a camisole. After a 
period of five months she began to show a gradual improvement, so 
that after fourteen months of hospitalization she was discharged. In 
about seven months she suffered another attack and was returned 
Screaming, “. . . I feel good, how do you feel? I said when I 
solved the crime Pd come back and see you, didn’t you, it’s God’s 
will. I don’t know what it is but I can tell why you are writing. I still 
have blood and new—true, truae—who—who.” During the next 
twenty years this symptom pattern continually recurred and Helga 
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was in and out of the hospital on innumerable occasions, never to 
stay out more than a few months at a time. 


Ellis K., a forty-year-old married man, was voluntarily admitted 
to a small private mental hospital in New England. He was the 
only son of a prominent businessman who owned a very large tex- 
tile mill in the central New England area. A high-school graduate, 
he had been unsuccessful in his efforts to win a degree from an ex- 
clusive midwestern men’s school and had taken an accounting 
course in a business school in his home town. His main employ- 
ment for several years prior to admission was the management of 
his mother’s estate after the death of his father. Childless, he and 
his wife lived in his mother’s home and were supported by her. His 
only independent activity involved his employment with an ac- 
counting firm for a few years after completing business school. The 
most recent hospital admission was his third. 

Ellis’ father was an extremely energetic, driving person who 
came from poor circumstances and achieved considerable success 
and rapid advancement in local businesses, culminating in his ac- 
quiring control over one of the major industrial concerns in the lo- 
cal community. As a result of his father’s immersion in business af- 
fairs, Ellis could only speak of him in vague terms and could recall 
Spending time with him only during summers when vacation trips 
Were taken. Despite his great financial success Ellis’ father was sub- 
ject to periods of depression and, while in his mid-forties, during 
Such a spell he was killed in an automobile accident. There was 
Some speculation that this might have been a case of suicide. At 
that time Ellis was seven. Ellis’ mother was overindulgent with him 
and even during his adult life stood by to get him out of trouble. 
After his father’s death she took charge of the family business and, 
even though she was in her late sixties at the time of Ellis’ hos- 
Pitalization, still controlled the financial affairs of the family. Ellis 
himself was a good student until his last year in high school, at 
which time he failed and found it necessary to attend a prep school 
before entering college—where he failed in his first year. He suf- 
fered his first period of depression at that time and was hospital- 
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ized. When he recovered he attended business school. In his early 
twenties he impulsively married a vivacious woman who enjoyed a 
life full of travel and activity. They agreed to avoid having chil- 
dren since children would limit their enjoyment of the kind of life 
they preferred. Between the time of his marriage and the present 
hospitalization, he suffered one serious depressive episode, accom- 
panied by hyperactivity, after suffering a minor business reversal. 
This occurred about three years prior to the current hospitalization 
and required institutional care. 

About four months prior to the current hospitalization Ellis in- 
vested some money in a business venture with some acquaintances 
in the hope of turning a quick profit and earning enough to finance 
a world cruise he and his wife wanted to take. When this venture 
was unsuccessful and he suffered a loss, he became furious and ac- 
cused the people of swindling him. When he found that he had no 
legal redress he became preoccupied with the incident and could 
talk of nothing else. He began to be overtalkative and arose very 
early in the day to begin work. He was quarrelsome with anyone 
who commented on his unusual behavior. He became progressively 
more restless and talkative, smoked incessantly, walked faster than 
usual, and his handwriting changed from small neat script to a large 
scrawl. He himself noted these changes, but despite some conscious 
effort on his part could do little to control his behavior. When his 
wife suggested that he return to a hospital where he had been a pa- 
tient after his second depressive attack, he resisted for a time and 
then acquiesced. 

In the hospital he presented the picture at first of a neat, well- 
dressed person of athletic build. He was restless and talkative and 
quickly displayed an amorous interest in young nurses, relating to 
them his sexual incompatibilities with his wife. He was easily irri- 
tated and when disturbed would become sullen and silent for a 
time. If his silence was met with calm he would begin to talk freely 
and was soon in high spirits. He would alternate between denying 
completely that he was ill and admitting that something was wrong 
but insisting that it was due to his excessive drinking. With time his 
activity increased so that, for example, he could bowl game after 


t 


38 PATTERNS OF PSYCHOPATHOLOGY 


game without displaying fatigue. He began to deluge the nurses 
with amorous letters and notes. Because Ellis was so disruptive to 
ward routine he was kept away from other patients as much as pos- 
sible. His sleep was sporadic and he continued to rise early. On 
some nights he failed to sleep at all and on such nights would cre- 
ate a commotion that disturbed his fellow patients. During this 
whole period his appetite was excellent, he was well oriented, 
showed no memory loss, showed a good fund of information, and 
calculated rapidly and accurately. 

After a visit from his wife, he became depressed, especially in 
the morning when he was weepy and self-depreciating. This feeling 
gradually cleared during the day so that by evening he was once 
more hyperactive, irritable, and amorous. One night he moved his 
bed into the dining room and when he refused to move it back, he 
was moved to a different ward. There he became destructive, and 
Was especially so at night. He slammed doors until the plaster 
would fall off the walls, He bent the legs of steel tables and on one 
occasion broke a wooden chair into pieces small enough to be car- 
tied out in a waste basket. Because of his impatience he began 
soiling himself, and he also began exposing himself. His morning 
depressions became more intense, and he began praying beside his 
bed for long periods of time. His destructiveness culminated in his 
lighting a fire in his room. After this incident he was given sleep 
treatment, in which he was kept asleep with medication for nearly 
two weeks. After this he was calm, quiet, and unspontaneous and, 
with his elation gone, it was possible to discharge him five weeks 
after his admission. In the next twenty years he was hospitalized 


on five more occasions for episodes involving either depression or 
hyperactivity, 


Discussion 


These five cases amply illustrate some of the variety of combina- 


tions of cyclic depression and mania which may be found in this 
disorder. While Lillian H. experienced what appeared to be occa- 
sional periods of hyperactivi 


fy, recurrent depression seemed to be 
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her major symptom, as was the case with Julia B. On the other 
hand, Ralph L. was primarily manic, and the depressive undercur- 
rent was manifest for only brief periods in the hospital. Helga L. 
showed little in the way of depression as such, but instead was so 
hyperactive in speech and deed as to be unintelligible. Ellis K. pre- 
sented an interesting example of a cyclic type who underwent daily 
mood swings. At times his hospitalization was prompted by severe 
depression and at other times by hyperactivity and elation. During 
the hospital stay described in the case study Ellis’ symptoms shifted 
very rapidly, so that, although he frequently was depressed in the 
marning, he would become more and more elated as the day wore 
on. 

Many variations in the quality and intensity of the mania and 
depression are illustrated in the cases. All but Helga G. suffered 
periods of dejection and weepiness. As her symptoms intensified, 
Lillian H. became agitated, so that her desperation and unhappiness 
were accompanied by much activity. On the other hand, Julia B. dis- 
played a retarded depression, characterized by a slowing of thought 
and motor activity, which is more typical of this general syn- 
drome. The gradual development of a hyperactive state is well 
exemplified in the case of Ralph L., who changed from a quiet, 
passive person to one who was querulous, angry, reckless, and im- 
provident. As his mania mounted, he expansively and impulsively 
took a long and impractical plane trip. In no case did he seem to 
go beyond a state of acute mania as did Helga G., whose rapid as- 
sociations and low attention span made her incoherent much of the 
time. 

The onset of the disorder in most of the cases followed incidents 
which, while certainly disturbing in nature, did not seem to war- 
rant the extreme mood state which was precipitated. The busi- 
ness problems of Ellis K. and Helga G., the burned hand of Julia 
B., and the firing of Ralph L.’s friend were not devastating in them- 
selves. Perhaps the fact that the development of the manic- 
depressive disorder frequently cannot be adequately explained on 
the basis of tangible environmental pressures contributes to the 
widely held notion that inherited constitutional factors play a cen- 
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tral role in this syndrome. Further supporting evidence for such a 
notion is often drawn from the fact that, as in the cases of Lillian 
H., Julia B., and Ellis K., members of the families of manic- 
depressives have not uncommonly suffered a similar disorder. Of 
course, the formative influence of having grown up among such 
people may also be used to explain the development of such a dis- 
order. 

Finally, the course taken by the disorder showed similarities in 
all five cases in the sense that Overt symptoms were reversible. In 
three cases this process was aided by the use of electroconvulsive 
shock treatment and in another by sleep treatment. The one pa- 
tient who received neither (Helga G.) spent the longest time in 
the hospital before she could be discharged. In two of the three 
cases where follow-up data was available there were recurrences 
of the disorder. In One case four occurred within twenty years. In 
the other case these recurrences were so frequent that the patient 
could only spend a few months at a time away from the hospital. 


4. Psychotic Depressive Reaction 


Q 


A PERSON with a psychotic depressive reaction develops symptoma- 
tology characteristic of an advanced state of depression. Mental 
and physical retardation is marked, and the usual affective tone as- 
sociated with depressive states is present. The depression may 
often reach a depth in which active distortion of reality may take 
place. This psychotic aspect of the disorder, combined with the af- 
fective tone present, makes suicide a real possibility and constant 
concern. 

The differential diagnosis between psychotic depression, the de- 
pressive phase of a manic-depressive illness, and the depressive 
form of involutional melancholia is an extremely difficult one. 
There are two principal distinctions between a psychotic depressive 
reaction and a manic-depressive reaction. First, it is rare for a psy- 
chotic depressive to experience regular and recurrent mood swings, 
as would be true for a manic-depressive. Secondly, there is often a 
realistic environmental stress to which the patient is responding. It 
must be added, however, that the response to this precipitating 
factor is out of proportion to the severity of the stress. The nature 
of this precipitating stress is the distinguishing characteristic be- 
tween psychotic depressive reactions and involutional depressive 
reactions. Unless the stress occurs during the later years of life and 
is related to the changing role of the individual, the diagnosis of 
psychotic depression is to be preferred. ’ 
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The distinction between this psychotic reactive depression which 
has been described above and the neurotic reactive depression 
which remains to be described is purely one of degree, and may 
cause difficulty at the border line. The presence of psychotic symp- 
toms in a reactive depression determines the use of the classification 
of psychotic depression rather than neurotic depression. 


CASE STUDIES 


Gertrude N., a forty-three-year-old widow, was admitted for the 
first time to a state hospital near the large northeastern city in whigh 
she had lived all her life. She was the mother of two children, one 


Gertrude was the fifth in a family of ten children whose father, 
an Irish immigrant, worked days as a plumber and nights as a bar- 


tender in order to maintain his burgeoning flock. Her mother was 
likewise burdened with many res 
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throughout the years of their marriage and took care to shield her 
from as much responsibility as possible. A son and then a daughter 
were born to them. Gertrude’s interests and energy centered about 
her family, and she acquired few friends or hobbies. Her growing 
son’s cavalier attitude toward his schooling was a constant source of 
distress to her, and she suffered occasional periods of mild depres- 
sion in this connection. When her husband died suddenly three 
years prior to her most recent hospital admission, she sank into a 
deep depression accompanied by hallucinations. She rallied after a 
long period of rest in the home of a sister who lived in a quiet, 
Tural community, and returned to her home where, with her daugh- 
ter, she attempted to make a life for herself. By this time her son 
had married and come to live nearby. Despite the fact that she 
was well enough to take and hold a job as a stock clerk, she 
suffered frequent crying and depressed spells. 

Gertrude’s hospitalization was precipitated by the sudden and 
unexpected marriage of her daughter about seven months before 
admission. This upset the mother, who had expected to hold her 
daughter as a companion, and who was totally unprepared to lose 
her. She became quite melancholy and, although she retained her 
job, she cried a great deal when alone. In an effort to stave off 
the deepening dysphoria, she moved into an apartment with her 
spinster friend. The friend, however, was physically ill and, instead 
of becoming the source of support Gertrude had hoped for, made 
demands on her. As a result she became even further depressed 
and began to tell people that she, Gertrude, had never done 
anything properly and that she was ruining the lives of those around 
her. About two weeks ptior to her admission she lost her appetite, 
became constipated, found it difficult to fall asleep, and, once 
asleep, awoke in an hour or so. Her hands shook violently, and 
she cried almost continuously and lost weight. As a result she 
could no longer work. Her family doctor recommended hospitaliza- 
tion when he was consulted. 

In the hospital she was rational, logical, and in good contact. She 
cried frequently and looked sad. The content of her thought was 
depressive and she was noticeably slowed sensorially. She re- 


yr eee ee eT en) 
PE ee Te ee A oN, Nie te TRY egy ae z a 
yor SURO iyo Gxt EA Ans he 


y 
44 PATTERNS OF PSYCHOPATHOLOGY 


sponded very well to routine hospital care and seemed to TN 
the interest and support of doctors and ward personnel. A = 

period of approximately six weeks, during which she and her Ha y 
were counseled regarding the nature and seriousness of her dis 

order, she was discharged to the care of a psychiatrist. 


Samuel E., a fifty-five-year-old married physician, ewn, 
entered the psychiatric wing of a large private hospital in the north- 
ae had been the oldest child in a family of five, but had 
never been close to his siblings. He was in turn belittling of their 
accomplishments and jealous of them. As a child he frequently bul- 
lied them in an extremely sadistic way, and when he was unsuc- 
cessful in these attempts, would have a temper tantrum. This was 
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and ambitious woma: 
ther, a mild, gentle 
isfy his wife’s ambi 
ents had always be 
belittling toward th 


When he was in his middle t 
tablished, he married a widow wit 
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cidentally.” While Samuel subsequently spoke proudly of his son 
to others, he was cold and neglectful toward the boy. The father 
had very few friends because of his overbearing, authoritarian man- 
her. He invested most of his energy in his practice. 

His marriage was a source of contentment, although he did not 
have close ties with his wife or the children. He felt that his wife 
was a pure, sweet, and innocent woman, but who was incapable 
of understanding the problems of his practice and extravagant 
with his money. She felt that Samuel was a moody, apprehensive 
man who was excessively and needlessly concerned with finances. 
She recognized that he always lacked real confidence in himself, 
and attempted to bolster him by constant praise. Religion played 
no role in their life, because Samuel was of orthodox Hebrew 
descent, while his wife was Protestant by birth, and neither kept 
their faith. 

Six months prior to admission Samuel began to notice that his 
Practice, which had previously grown enormously, began to taper 
off slightly. He began to engage in bouts of self-depreciation and 
experienced much depression over his “failure.” His sleep was fitful 
and disturbed, and his appetite was greatly reduced. About three 
Months prior to admission, when he began to cry for no appar- 
ent reason, he reluctantly saw a psychiatrist. However, he was re- 
sistant to hospitalization, which was immediately suggested. The 
psychiatrist was extremely concerned about the possibility of sui- 
cide and finally, with the aid of the family, succeeded in convincing 
Samuel that he should hospitalize himself. 

When drug therapy failed, Samuel was given a series of seven 
electroconvulsive shock treatments, during a five-week hospital 
stay, and improved considerably, although some confusion re- 
mained. He was then discharged in the care of the psychiatrist who 
made the initial referral. After a short period of time, when the 
confusion lifted, the idea that he was a failure returned. He began 
to speak about this with the neighbors, and within three months 
began to have crying spells again. Although he had accumulated a 
considerable amount of money, his wife had to return to work in 
order to appease him, and reassure him that the family was not on 
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the verge of poverty. One month prior to his second admission he 
began to have insomnia, lost his appetite and a considerable 
amount of weight, and, because he was now convinced that he was 
penniless, began crying with increasing frequency. 

Upon readmission his speech had become hesitant and he fre- 
quently was unable to complete sentences. He would sigh and cry 
continually, and was preoccupied with his failure. His continued 
resistance to hospitalization and treatment ruled out the possibility 
of psychotherapy, and he was again given a series of seven electro- 
convulsive shock treatments. He was discharged after six weeks on 
his own demand and against the judgment of the hospital. Sirte 
discharge he has returned regularly to the hospital for ambulatory 


electroconvulsive treatment, but further hospitalization, except for 
Overnight, has not been required, 


Virginia R., a sixty-on 
in a private institution i 
daughter, 


e-year-old widowed mother, was placed 
n a large midwestern city by her only 


Virginia was the youngest child in a close-knit family of seven. 
Her father, who had left a civil service job to become a prosperous 
businessman, died when she was in her early teens; however, 


this did not seem to cause any untoward reaction in Virginia, since 
they had never been close, 
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gether. They were all devout Catholics, and regular churchgoers. 
Her husband and daughter enjoyed tennis and golf, and Virginia 
would go with them when they went to play. Basically a passive 
and dependent woman throughout her marriage, Virginia devoted 
much of her energy to her family. She entertained regularly, and 
she and her husband had many friends. She also derived pleasure 
from her collection of antiques. 

About two years prior to admission, Virginia’s husband died sud- 
denly of a cerebral hemorrhage. She had a normal grief reaction, 
but seemed to respond gracefully to the loss. Her daughter, who 
had been planning to live at the dormitory on the campus of the 
nearby college she was attending, decided to continue with her 
plans, leaving her mother alone in their house. Following her grad- 
uation, Virginia’s daughter decided to marry a classmate who had 
been her steady beau and who was about to enter the service. As 
soon as she could she moved to the west coast to join her husband 
at his post of duty. Virginia continued to live alone until about ten 
months prior to admission when Virginia’s closest friend came to 
live with her following the death of her own husband. They were 
both very happy with the arrangement and enjoyed a warm rela- 
tionship. Five months before Virginia’s admission the friend be- 
came ill, necessitating a series of costly operations and close 
personal care for which Virginia assumed the responsibility, finan- 
cially and physically. During her friend’s convalescence Virginia 
spent a short vacation with her daughter and son-in-law and dis- 
closed to them that she was reluctant to return home and resume 
responsibility for the friend’s care. One month prior to admission 
the friend died, and, although there was no striking grief reaction, 
this seemed to precipitate Virginia’s symptomatology. 

She was again alone in the large house, and now took to sleeping 
downstairs on the divan, rather than in her upstairs bedroom, be- 
cause she was afraid to be there alone. She became seclusive and 
failed to answer either the phone or doorbell, although she was 
certainly physically capable of doing so. She stopped writing to her 

` daughter and calling on her friends, and also began to neglect pay- 
ing her bills. 


GEE 
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At the suggestion of concerned relatives, she agreed, five weeks 
before admission, to attempt to sell her house, although she was 
skeptical about her ability to do so since she felt nobody would 
want a “decaying old house.” To her surprise the sale was success- 
fully completed within a two-week period. Shortly after the sale she 
began to claim that the house hadn’t been sold, since the real estate 
man was a fast talker. Because she believed that the buyers had 
been duped with a false deed, she was afraid to spend any of the 
money from the sale, and began to complain about her financial 
state. At this time she had close to $75,000 in the bank and in 
sound stocks. a 

With the help of a sister-in-law Virginia reluctantly found an 
apartment into which she could move. She was becoming more 
seclusive and would only speak about her imagined depleted 
finances. She refused to drive her car, claiming that she was a bad 
driver. After the sale of the house her appetite decreased sharply, 
she began waking carly in’ the morning, and she became consti- 
pated. Finally her sister-in-law called Virginia’s daughter, who 
flew back to see her mother. Virginia told her that her in-laws 
would break up her Marriage because she, Virginia, had done 
that everything was going “down, down, 
along with it. She told her daughter: “I 
h carelessness,” The day before Virginia 


was to have moved into her new apartment, her daughter entered 


her in the local hospital. 

Upon admission Virginia appeared depressed and was uncom- 
municative with the hospital staff. She left sentences unfinished, and 
did not (or would not) recall the answers to the questions of the 


interviewer, She frequently would answer “I don’t know,” or begin 
Sentences only to trail off leaving them j 


quate. She frequently in- 
with the few responses she did 
make. She was able to Say that she felt unreal, as though she were 


Virginia was Siven a series of six electroconvulsive shock treat- 
ments, and this removed the depression, although she remained 
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confused. After a period of two weeks the confusion lifted and she 
was released for out-patient psychotherapeutic treatment. 


Discussion 


The symptom picture of these patients is consistent with that which 
ye have come to associate with depressive reactions. It would be of 
Interest to explore these cases more carefully with an eye toward 
improving understanding of some of the difficult problems in differ- 
ential diagnosis which these patients present. 

We first mentioned the distinction between psychotic depression 
and manic-depression based on the recurrent nature of the latter 
disorder. In this respect none of the patients described seems to 
have suffered periodic disturbances. Gertrude N. did lapse into a 
deep depression immediately after her husband’s death, three 
years prior to hospitalization, but one gets the impression that she 
never fully recovered from it and remained chronically distraught 
until her symptoms were exacerbated later and hospitalization was 
unavoidable. In this sense the disorder which brought her into an 
Institution was not a recurring one. 

The clear presence of precipitating stresses in the cases of Ger- 
trude N. and Virginia R. illustrates the second factor which distin- 
guishes this disorder from manic-depressive psychosis. In both 
cases serious and, in one case, multiple emotional losses through 
bereavement resulted in the development of the disorder. Only in 
the case of Samuel E. was the stress more subtle and it is perhaps 
in this case that one might question the suitability of the hospital 
diagnosis. Considering the nature of the stress which preceded his 
Upset, his age, and his overt symptomatology, one might argue 
that Samuel E. is better described as suffering an involutional psy- 
‘chotic reaction, depressive type. In this particular type of case 
the distinction between the involutional depression and the Psy- 
chotic Depression is not easily made. 


The premorbid personality picture of each of the patients who : 


‘were described also bears similarity to that of the involutional psy- 
‘chotic. Each led a rather narrow, restricted life, single-mindedly 


a 
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dedicated to work or family. All were emotionally dependent upon 
others in their immediate family group, and for two of them the 
disorder followed the objective loss of one or several of the objects 
upon which they depended. 

The distinction between psychotic depression and involutional 
melancholia is more clear for Gertrude N. and Virginia R. than it 
is for Samuel E., where we have questioned the diagnosis. Virginia 
R. was considerably older than the usual range for involutional re- 
actions, and the nature of the stress was unlike that which usually 
precipitates an involutional Teaction. Sexual content was absent, 
and there were few implications for adequacy. Rather, there were 
a succession of deaths and an increasingly realistic feeling of lone- 
liness. Gertrude N. was a younger woman, and her stress also in- 
volved the loss of a loved—and perhaps more important—de- 
pended upon, object, exacerbated by the loss of a second loved 
one, and the impending loneliness with which she was faced. 


S Schizophrenic Reactions 


PRECEDING CHAPTERS on the so-called affective psychoses have 
dealt with disorders of people whose problems in adjustment re- 
sulted either in much covert suffering or in frantically active ef- 
forts to stave off the serious psychic pain which threatened. These 
people, although tortured by their emotions and unable to make 
satisfactory adjustment, remained, in their own ways, very much in 
Psychological contact with the external environment. Even the 
relatively immobile and unresponsive depressive was very much 
involved inwardly with the people and objects in his surroundings. 
Schizophrenia, on the other hand, is a disorder characterized by a 
withdrawal of involvement with the activities, and particularly the 
individuals, in the external environment as a means of coping with 
a world pervaded with conflict and difficulty. Such a renunciation 
Of others is a most extreme measure involving a retreat to a per- 
sonal world in which the usual rules of thought and logic are aban- 
doned, emotional reactions become highly personal, and behavior 
18 apt to appear bizarre. 

j The classic description of schizophrenia as a gross diagnostic en- 
tity and the specific reaction types which compose it was made 
by Bleuler (1950). He distinguished between the “fundamental” 
Symptoms and the “accessory” symptoms. For Bleuler the funda- 
Mental symptoms seemed to reflect most directly the process of 
Withdrawal. These symptoms include the abandonment of the 


_ 
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logic requisite to clear interpersonal communication; an affective 


disturbance, manifested in the extreme case by apathy; or a com- 
plete lack of feeling rather than a dominant euphoria; depression 
or even agitation, which has been seen in other psychoses; and an 
immobilizing ambivalence. 

Of these fundamental symptoms perhaps the first two, the as- 
sociative disturbance and the emotional: deterioration deserve the 
most attention. The former may be seen in a variety of symptoms, 
including a loosening of associations, the condensation of ideas, the 
fragmentation of thought, the excessive use of generalities or ab- 
stractions, and the use of highly personal metaphors. In the early 
stages of the disorder the patient seems full of inconsequential ideas, 
and in his answers to questions he is tangential, as if having not 
quite caught the point. In more advanced stages of the disorder 
the patient's thinking may be so disordered that ideas are not pur- 
sued to their logical conclusions, cause and effect are interchanged, 
the irrelevance of ideas is marked, fixed phrases are used re- 
peatedly, and thought productions are characterized by vague- 
ness and highly personal symbolism. It is important to note that 
all of these symptoms are not present in all of the patients all of the 
time, but rather are characteristic of the types of disorders that 
may be seen in schizophrenic thought processes. In the affective 
sphere there is no single set of feelings that is apt to predomi- 
nate in all cases. However, it is commonly found that feeling is with- 
drawn in connection with external realities. As a result the pa- 
tient’s interests narrow and a growing indifference is found which 
may extend to personal comforts and needs, Surface displays of 
feeling are shallow and unrelated to either external circumstances 
"costae anew Sea commonly noted discrepancy 
fact that the Peal is Pi ieee cay ale as ei a 
him and is instead reacting ae eae i the raty RE 
himself. Of course, the TE j ie tian ae Mi 
the affective ex ai ae HL of tes gto me outst ie 

e ve expressions of the schizophrenic seem grossly inappro- 
priate, while, in fact, they are probably meaningful, and only in- 
appropriate to the obvious external situation. ; 
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The lack of concern with his surroundings often causes the 
schizophrenic tó feel very much outside of life, a spectator rather 
than a participant, and he begins to lose identity as a person in his 
own right. This feeling of depersonalization may be rationalized on 
grounds that his mind, his body or its various parts, nO longer be- 
long to him. Even further, he may develop the idea that he is dead 
altogether or that the world has been destroyed. 

Bleuler emphasizes that, in contrast to the organic patient, sen- 
sation, memory, and orientation are relatively undisturbed in the 
schizophrenic. He is capable of responding normally to external 
stimuli even though he may complain that everything seems to be 
different, a strangeness that is probably attributable to his altered 
emotional state. It should be pointed out that because schizophren- 
ics are more responsive to autistic, internal structures of the world 
than to the external realities, they may not respond appropriately, 
although they have not lost the capacity to do so. Orientation for 
place and time, for instance, may be distorted by the content of 
delusions and hallucinations at any given time. Nevertheless, even 
very regressed patients occasionally display 2 sensitivity to much 
that is happening around them and can demonstrate that they are 
Oriented if they choose to do so. The situation is quite similar with 
Tespect to memory functions. Bleuler feels that memory aS such is © 
quite intact and in the case of paranoids may be particularly keen. 
What may appear to be a defect in memory is usually an uncon- 
Scious reluctance to reproduce a painful past. i k 

For Bleuler the more dramatic symptoms of the schizophrenic 
disorder like hallucinations and delusions are accessory symptoms 


3 3 : F 
Which give merely the “external stamp to the disease picture. 


Early thinking about schizophrenic disorders tended to delimit sepa- 
accessory symptoms 


Tate diseases exclusively on the basis of these y i 
and their various combinations. This notion is clearly rejected in 
current thinking. While subtypes of schizophrenia will be illus- 
trated, it should be kept in mind that the common thread in all 
Cases to follow lies in the presence of thought disorder and dis- 
turbed affectivity. The specific subtypes to be presented, while 
Sharing this common feature, differ in their emphases on these 
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two factors, and in the usual symptomatic expression of these dis- 
turbances. i 

Before discussing specific subgroups and offering illustrative 
case material it should be noted that, while all schizophrenics suffer 
a withdrawal, and while many of their symptoms reflect this proc- 
ess directly, some of the symptoms they display actually represent 
reconstitutive efforts. In his discussion of these two types of symp- 
toms Fenichel (1945) lists fantasies of world destruction, feelings 
of grandeur, the complete ego surrender seen in hebephrenia, the 
passivity and loss of ego boundaries seen in catatonics, along with 
depersonalization and thought disorder as regressive signs. On the 
other hand, world reconstruction fantasies, hallucinations and de- 
lusions which are seen as efforts as creating a new reality, the sud- 
den and intense transference reactions seen in schizophrenics, the 
tendency to treat words as though they were objects in their own 
right rather than their Tepresentations, and many catatonic man- 
nerisms are seen as efforts at regaining objects. In the schizophrenic 
categories which follow, either regressive or reconstructive tenden- 
cies, or some combination of the two, will predominate. 

In the organization of the remainder of the chapter, each schizo- 
phrenic subtype will be identified and described briefly, and the 
description will be supplemented by illustrative cases. A discussion 


will conclude consideration of each subtype and a general discus- 
sion will conclude the chapter. 


SIMPLE TYPE 


This form of the schizophrenic dis 


order is marked by an insidious 
Process in which the individual’s 


j ¢ Personality seems to become grad- 
ually impoverished. The most Striking disturbance takes place in 


the affective sphere, with an ever-decreasing feeling of involve- 
ment in the affairs around One, resulting in H general loss of inter- 
ests and in increasing restrictions in activity. Hallucinations occur 
rarely and fleetingly, and delusions, if present at all, never play a 
central role. The presence of this disorder usually becomes most 
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obvious in adolescence, when a youth is expected to decide on some 
goals and make plans for reaching them. At this time it may be- 
come apparent that a vast discrepancy exists between the person’s 
-apparent intellectual potential and his capacity for planning realis- 
tically. There may also be an unconcern about making the neces- 
Sary adjustments to the life changes which will occur. He is emo- 
tionally shallow, appears incapable of willing, lacks drive, and is 
unmoved by the desires or criticisms of others. Occasionally, behav- 
lor will appear which is inexplicable and strange, while not being 
flagrantly bizarre, as in the case of other schizophrenics. Ultimately 
ey such individuals become marginal members of society, sub- 
Sisting as vagrants, tramps, hermits, prostitutes, or irresponsible 
loafers. Due to an absence of bizarre behavior, hospitalization is 
Often avoided for years, and only accomplished if some legal diffi- 
culty, such as repeated vagrancy, occurs. While the social adapta- 
tion in milder cases may be less serious, these individuals are al- 
yay s looked upon as recluses and eccentrics, and despite unim- 
Patred intellectual powers, they usually gravitate toward a very 
simple, low level, highly supervised occupation for their livelihood. 


Case STUDIES 


old married man, was referred to 


Fred W., a twenty-four-year- 
fter having 


eee in a large southern city by the police a 
Bre oe dollars from a former employer. 
isin family background was very unclear, 
Own that he was one of a large number of children (possibly as 
= as twenty-five) born to a poor tenant farmer. His simple and 
SMentary memories of his parents were of his father as being a 


kind man who frequently gave him candy, and his mother as being 


a g : 
cruel woman who often hit him. At the age of four he was given 
y of foster parents 


a adoption, and was shuffled among a yariet 
Oughout his childhood. School was difficult for him, and he re- 
heated many grades, getting only to the seventh grade by age SIX- 
k n. At that time he ran away from school and home to Jom a 
aratva, During school Fred had attracted attention to himself by 


, and it was only 


i ae 
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having temper tantrums and vilely cursing at both students and 
teachers. He was a frequent truant from school in order to go to 
movies, but always did so alone. He displayed no interest in either 
male or female companionship. 

While with the carnival Fred was apprehended on a petty lar- 
ceny charge and sent to reform school for a year. After leaving, he 
had a series of menial factory and mining jobs, none of which were 
held longer than eighteen months. In one factory job he heard the 
machines calling his name while they were operating, and quit be- 
cause he was frightened by this experience. He married a ginl 
whom he had known for three weeks, and who had a history of fre- 
quent drinking, expensive tastes, violence, and a long jail record 
dating from reform school. Fred knew all this and married her in 
order to “straighten her out.” After three weeks of marriage she 
began to go out with a number of men, her favorite being a Mexican 
currently in jail for nonsupport of his own wife. On one occasion 
she left their apartment at midnight, ostensibly for a cup of coffee, 
and didn’t return until five in the morning. Fred suspected she had 
had a rendezvous but felt that he couldn't follow her because he 
was doing some repair work around the house. 

While working for a farmer he decided that he was being under- 
paid, and subsequently stole thirty-five dollars from him. When this 
was reported the police referred him to the hospital where he was 
interviewed. He was friendly and cooperative with the examiner, 
but smiled constantly in a silly manner and did not display any 
Teal emotional responses. He appeared dull, and was underproduc- 
tive verbally. Psychological testing revealed that despite a much 
lower than average IQ, there were signs that he had once been po- 
tentially average in ability. He had a strange tattoo of a dog On 
his hand, and explained that he had drawn the picture and had 
"De teil A eer nace eet 

wing letter, which characterized his 
pattern of living, from his most recent foster mother: 


This is what I can tell you about Fred W. We couldn’t trust what he 
told us. Sometimes he would say he was going next door but would not 


come 
oat a maybe. Sometimes he seemed happy but soon he 
this = En Ri would not talk and stayed alone in his room. Then 
ood H z an he was O.K. for a while. His job in a factory was 
eo ee cere he would start for work. But he would not 
nee es else. As long as he lived at home he did not smoke 
Paik a 1 7 ea home and started going with this girl he married, 
Bana TTo e s is first saw this girl in August and on Sept. 10 was 
E EE now. aa in the bank. But he took it all out and there is 
HOE says a is all happened from the middle of August to Sept. 
PEAS oes ae t know why he left home. He says he doesn’t know 
Tes waitin a ot of things. He does not tell the truth all the time. 
yoi can he sy because it might help in giving him treatments. I hope 
will help ae e So he can know right and wrong. I hope this letter 
hin Bote Hu e writes that he wants to come home to us. We want 
Ro are afraid he won't stay again. When he is with us he 
go off. When he is someplace else he wants to come back. I 


don’t u; : 
nderstand him. I will come and see him soon, I hope. i 
Mrs. W. W. 
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al, Fred was placed on conya- 


Aft 
er almost a year in the hospit 
ter mother. Within a week he 


le: 
oe gore mume custody of his fos 
turned Ea drink heavily, ran away from home, and was re- 
but volunt s. hospital. In five months he eloped from the hospital, 
escaped ey returned the next day. Three days later he again 
was allowed SEA returned voluntarily. After another month he 
return to a 10109% for a job, and after 4 week of seeking, did not 
tients stol e hospital. On the following day he and two other pa $ 
the hos SAE car, and all were apprehended when they returned to l 
Fred a al in order to pick up a fourth friend and give him a ride. K 
urrently awaiting trial for grand larceny- | 


was committed 


Charlet 
leton C., a thirty-six-year-old single man, 
r being arrested 


fo 
A a first time to a midwestern state hospital afte 
H grancy. 
family in a youngest of eight chil 
completi ew England. His education 
family ra of grammar school because 
famil arm. Although hè always related well to members of 
y, contact with them was limited, due to the pressing needs of 


dren born to 
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survival which occupied the energies of his parents and older sib- 
lings. He had virtually no social contact with people outside his 
family, since his time was spent either working on the farm or do- 
ing various odd jobs in the neighborhood. When World War II be- 
gan he was inducted and served until the end, seeing combat 
throughout the European theater. When discharged he still had the 
rank of private, and continued to occupy himself with a series of 
farming and unskilled labor jobs. He never remained at any job 
longer than a year, and frequently left otherwise satisfactory jobs 
because he felt that he had stayed in one place for too long a period 
of time. He traveled from area to area seeking various migrant and 
transient employments, and was thus able to support himself, albeit 
at a rather low level. 

Two years before his commitment to the hospital he began to 
have difficulty with even the minimally demanding jobs he usually 
obtained. He became suspicious of his co-workers, and rather than 
isolate himself from them, as he previously had done, began to 
accuse them of various crimes. In an attempt to avoid contact with 
others, he neglected any semblance of work unless it became 
necessary to satisfy his basic needs. In the year before he was 
committed, Charleton was arrested for vagrancy on nine different 
occasions in the southwest, the midwest, and the northeast. Finally, 
when he seemed confused and was unable to follow instructions, 


the police had him examined, certified, and committed to a state 
institution. 


Upon admission to the hospital, Charleton seemed indifferent 
to his surroundings, and it was not altogether clear that he realized 
what had occurred. Upon questioning he was very evasive and un- 
derproductive and volunteered almost nothing concerning himself. 
His relationship with the examiner was quite withdrawn, and when 
he did respond, it was minimally and with no affect. On the ward 
he did not participate in any activity, and his only contact with 
other patients was to express suspicion about their activities. 
Charleton was discharged in the custody of one of his sisters when 


she agreed to provide a home for him, and he seemed content to 
live with her and again help with farm chores, 
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Kevin M., a thirty-three-year-old unmarried man, was admitted 
by his family for the third time to a state mental hospital in the 
Northeast. The oldest of three children, Kevin was born to an Irish 
immigrant couple in a large northern city. His father was a menial 
laborer who drank frequently, and provided very little support for 
the boy. However, Kevin was close to his younger siblings and ex- 
tremely dependent on his mother, who was a rather rejecting, bitter 
person who resented her lot in life. He reached the seventh grade 
in school, but left before graduation at the age of fifteen in order 
to work at a series of odd jobs. He served as an errand boy and 
as a laborer, working regularly, except when he went on alcoholic 
sprees. These would occur at about six-month intervals, and usu- 
ally lasted for a period of approximately two weeks. The tavern 
provided his sole source of social life, and he was never known to 
have dated. 

Kevin’s first admission to a mental institution was at twenty-five 
kpn, A uring one of his alcoholic sprees» he began to hear pies 
the Voices. Upon admission he was very apprehensive and thoug 
an somebody wanted to injure him. This subsided spontanom 
i onoi hospitalization, and he was released. Peri 
and is fright over his experience, Kevin began to drink oa ee 
oe regularly as a construction Jaborer for the we | fe 
=. Then his work habits changed radically, and he wars 
ing ed irregularly. When his family noticed that he ja ae 
Pen himself, making unusual facial grimace; and not 

He ota referred to the hospital. Bnp 
he R very depressed and retarded "E ea 

e the hospital, and was dull and apa De hil 

Was paroled in the custody of his mother, but bes? 


ae lost his job, and was returned to the hospital. ee 
erent to this, and appeared content to rem n 
e again was paroled he refused to vane 
as a te the house. When his brother © 
et taker in a subway, he was disc 
short time on this job he became inv 


So: 
me patrons and was fired. At this time he began t 


vity when 


ed Bi ies a A 
oe eld ao Bad _— wa. S S T 
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of gastric disturbances, and finally took a solution of muriatic =e 
and lye, but then told his brother what he had done, and was rus 


A 8 as 
back to the hospital. After the appropriate medical treatment W 
administered, the following interview took place: 


Doctor: Did you attempt suicide? 

Kevin: No, doctor. 

Doctor: Did you take muriatic acid and lye? 
Kevin: Only a little, 

Doctor: Didn't you drink it? 

Kevin: I didn’t drink it; I only took a taste of it. 
Doctor: Do you know what those things are? 
Kevin: Yes, poison I believe, 

Doctor: What was the object in tasting it? 
Kevin: I don’t know, I was sick. 

Doctor: Sick where? 

Kevin: To my stomach. 

Doctor: Why? 


Kevin: Well, I couldn’t say, doctor. 


Doctor: How long were you sick at the stomach? 

Kevin; A couple of months or so. 

Doctor: What were the symptoms of the sickness? h 

Kevin: I don’t know, doctor. I felt kind of full in the stomach. 4] 
Doctor: Why did you try to commit suicide? l 
Kevin: I didn’t want to kill myself, doctor. ; 
Doctor: Did lack of work cause you worry? 

Kevin: Yes. 

Doctor: 


And to wish to die? i 
Kevin: Yes, 


Doctor: Will you try to kill yourself again? 

Kevin: No. 

Doctor: Why? Y 

Kevin: I don’t want to die. 

Doctor: What did you think acid 

Kevin: I thought it would kill m 
I barely touched it. 


and lye would do to you? oh 
e but I didn’t want to drink mu 


This third admission, at thirty-three, Was the final one for Kevit, 
and he was to remain until he died of Natural causes at seventy- 
During his first few years on the ward he wag dull, uncommunica- 
tive, and evasive. There was a marked lack of emotional tone, 
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with the same apathetic affect accompanying his every behavior. 
He was slovenly in attire, and seemed utterly indifferent to any 
question of personal appearance. He was listless on the ward, and 
although he worked on various jobs as assigned, did so very slowly 
and apathetically. He had no plans for the future and was quite 
satisfied to remain in the hospital. 

During his last few years in the hospital, Kevin refused to do 
any work on the ward. He claimed that he couldn’t stand people, 
and would remain by himself. He perpetually wore a sad expres- 
Sion on his face, and appeared dull and retarded to bystanders. 
Kevin would vaguely accuse the other patients of attacking him and 
Stealing from him, but never seemed too concerned about it. He 
was usually quiet and cooperated in regard to ward routine, except 
that he wouldn’t work or attend activities; however, occasionally he 
Would threaten the ward personnel. This pattern of behavior re- 
Mained consistent until Kevin’s death at the age of seventy. 


Discussion 


Despite some apparent differences in each of these cases, the di- 
agnosis of simple schizophrenia was applied to all. Common to 
each patient was a lifelong pattern of emotional distance from oth- 
ers, with symptoms beginning to be obvious in late adolescence; à 
Marginal social and occupational adjustment in jobs which entailed 
little or no responsibility and minimal skill; and the tendency to 
present an emotionally bland exterior. In addition each displayed 
Occasional behavior which marked them as very strange people. 
Fred W.’s impulsive and curious marriage, the nature of his stealing 
and the story of how he acquired his tattoo all suggest that he was 
an “odd-ball.” Likewise, Charleton C.’s unusual accusations and 
Kevin M.'s affectless unconcern after drinking the lye solution 
stand out as the kinds of behavioral oddities the simple schizo- 
phrenic might manifest. 

The relatively fleeting and almost incidental nature of the hallu- 
Cinations and delusions in such cases are demonstrated by Fred 
W.’s hearing his name called by machines, Kevin M.’s threatening 
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voices, and Charleton C.’s suspicions of his co-workers. In none 
of these cases were such symptoms central, nor were they particu- 
larly lasting or troublesome. 

The manner in which two of these patients made their way into 
the hospital is noteworthy. They were referred by police after be- 
ing arrested for minor offenses. Typically, such patients manage to 
maintain themselves marginally and neither they nor their fami- 
lies see a pressing need for institutional confinement. As a result a 
relatively small number of simple schizophrenics are seen to apply 
for treatment, and relatively few are found in mental hospitals. Of 
the three cases presented here Kevin M. is the one exception, 
since his family clearly recognized his need for professional care 
and had him hospitalized several times. It should be further noted, 
however, that in this particular case one might well question the 
adequacy of the diagnosis of simple schizophrenia. To be sure 
Kevin had periods of apathy and a history of poor adjustment. At 
the same time, in his excessive drinking and his ultimate suicidal 
attempt there is the suggestion that he was not as affectively bland 
and withdrawn as we expect simple schizophrenics to be. On such 
grounds one might argue that he is better designated as a chronic 
undifferentiated schizophrenic, a category to be described later in 
this chapter. In practice the distinction between simple and chronic 


undifferentiated reactions is not easily made, and more will be said 
about the problem later. 


HEBEPHRENIC TYPE 


This form of the disorder also has an insidious onset, with early 
Overt manifestations occurring in adolescence. At times the onset is 
Preceded by what appears to be a depression. Contrary to the de- 
Pression seen in affective reactions, the hebephrenic patient dis- 
plays shallow affect and, very soon, emotional responses are seen 
to be highly inappropriate. Instead of the lack of emotional re- 
sponses seen in the simple schizophrenic, the hebephrenic seems to 
be reacting with some sort of feeling, but in a way that makes no 
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immediate sense to an outsider. Thus, much giggling or incongruous 
smiling and laughing may be seen and may be swiftly followed by 
equally incongruent tearful periods. Hallucinations are frequent. 
Delusions are common, but are noteworthy for their bizarre nature, 
and are quite fragmentary rather than systematized and well or- 
dered in any way. This is a manifestation of the extreme looseness 
of associations in this disorder. The thought disorder is further evi- 
dent in speech which is incoherent, and neologisms are commonly 
used by such patients. Behaviorally, hebephrenics frequently are 
seen posturing and engaging in strange mannerisms. They fre- 
quently ignore their toilet needs and wet and soil themselves. Not 
uncommonly such patients will smear feces on themselves or the 
walls around them. Obviously the personality disorganization of 
such patients exceeds that seen in simple schizophrenia, and they 
always need institutional care. 


CASE STUDIES 


Robert A., a twenty-four-year-old single man, was transferred 
to a mental institution in a large eastern city from a local municipal 
hospital because of his bizarre behavior. 

Robert was the eighth of thirteen children of a lower middle class 
family. His mother, who was in a second marriage when Robert 
was born, was a dull, childish woman with very little to say about 
the affairs of the household. His father was a very lazy man, but was 


very stubborn in his ideas and dominated the family. He would 
h preoccupied most of his 


complain of imaginary symptoms whic! 
other women, and this led 


time, The remainder was spent chasing 
to much quarreling at home, and intermittent separations. Robert’s 
father was also ardently pro-German in his ideas, so much so, in 
fact, that he refused to answer a draft call during World War I. 
Robert was a very slow child, beginning to walk and talk much 
later in life than any of his siblings- He was frequently observed 
with a silly grin on his face, and took pleasure in being vague and 
mysterious and saying things to startle people. He disliked his 
mother, having little respect for her mild manner, but idolized his 
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brusque, domineering father. He also particularly admired an older 
brother who presented a severe behavior problem at home and in 
school. With the exception of this brother, he was very jealous and 
destructive toward his siblings, and particularly hated another older 
brother who had distinguished himself as a scholar in high school. 
Robert’s own schooling was uneventful for the first seven years, 
until he failed arithmetic. He still could have been graduated from 
grammar school, but refused a diploma because he felt that the 
teachers were disparaging the Germans due to World War I. 

When he entered high school he truanted frequently and failed 
all his courses. Because of his truancy he was placed on probation 
and put in a foster home with an immigrant couple. During this 
time he affected a peculiar German accent, interspersed German 
words in his conversation, and taught himself the German lan- 
guage. He read widely in German history, and particularly Nie- 
tzschean philosophy, practiced goose-stepping, and would only asso- 
ciate with people of Germanic background, even though he himself 
had no such background. His foster parents noticed that Robert 
would laugh to himself for prolonged periods with no apparent 
Provocation. At the age of seventeen he ran away from home in 
order to join a Nazi camp which had just been organized, and was 
discovered by the police and returned home. He then refused to 
wash or change his clothes, and when, during an argument, he spat 
in his sister’s hair, he was committed to a state industrial school. 
While there he assaulted an employee and escaped and, when cap- 
tured, was committed to a state vocational institution. After he was 
paroled from this institution he was arrested for vagrancy and the 
possession of a rifle from which he had sawed off the barrel, and 
this breach of parole led to his return, Upon his second admission 
Robert declared that he didn’t believe in God, that, in fact, the re- 
cently prominent Hitler was the real god, and th 


: à at everyone was 
persecuting him, whereupon he was transferred to a mental institu- 


tion. He gradually recovered from these delusions and was dis- 
charged in order to work as a laborer. 

He entered the municipal hospital with a self-inflicted mutilation 
of his penis, done in order that he could get his girl friend pregnant 
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at a distance. While being treated for this wound he discussed, at 
great length, the special symbolism of words and numbers, inter- 
rupting himself to laugh inappropriately at times. He also volun- 
teered the information that he was sick because dwarfs had stuck l 
him with green needles. He was soon transferred to a nearby men- 
tal institution. j 
Upon his admission Robert was overactive and very nolsy, fre- 
quently ‘threatening people around him, but never actually as- 
saulting them. He indulged in open, frequent, and prolonged mass 
turbation, and would give sexual connotations to inanimate objects 
on the ward. Robert answered many questions relevantly and co- 
herently but, even so, his speech was scattered with delusional 


material. His speech was spontaneous and continuous, but if inter- 


rupted he would respond with relevant, albeit predominantly delu- 
terview with Robert follows. 


sional, material. An example of an in 


Doctor: What are you talking about? i $ ae 
Robert: Tve been lured, I've been lured time and time again. I’ve 
been lured by mobs and lured by money to build space. They 


talk about pleasure principle, pleasure purpose, it's merely 

false sex. 

Doctor: What do you mean? 

Robert: I know what I’m doing. I'm living out 
They had to tell me, my mother went. 
heirs. 

Doctor: Does God talk to you? T 

Robert: No, I don’t get voices. I just used that for a sex point. 

Doctor: Do you see some particular pattern for the yore ale 

Robert: It’s immaterial. I don’t say I can’t use the moon. ea ma 4 
the moon so let it have it. I’m like a psychiatrist and I’m try: 

D ing to help my mother. 

octor: What’s wrong with her? 

Robert: Ive got intuition. She doesn’t seem to want to be a father. 
Tf she'd show me a written statement I'll be the priest. 

Doctor: Have you ever seen an. visions? 

Robert: I aan see visions. I ae God in word and deed. My mother 
couldn’t stand any such program. 

Doctor: What does that chair look like to you? 

Robert: Sex. It’s immaterial. The legs are like the moon, sexy ne 
point. They tell me that the clothes were divided. I wan 


my grandfather's life. 
America sees its own 
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see who’s lying. They’ve got the greater part of the money. 
They live out lies. When I meet God I can live out a clean 
conscience. 


Doctor: What do you think about sex? F ha 
Robert: It doesn’t have any bearing. It’s just that I’m trying to m 


lead people. I’m trying to get my mother straightened out. 
Doctor: Has anyone bothered you? 


Robert: No, I don’t get visions. I don’t try to keep information in 


my mind. That’s how I know what the stars say. That’s how I 
feel people. 


Doctor: What do the stars say? 


Robert: The moon’s knowledge is to concentrate on a little work. 
God wants to see if I’m sincere. 


On another occasion Robert was approached for an interview 
and was found on the ward reading a magazine and saying: 


Robert: These are stepping stones. They are prunes on a piano. They 
go ding, dong, a good piano thrill. 

Doctor: Are you getting along all right here? 

Robert: Yes, it’s a wash on the tub, 

Doctor: What do you mean by that? 

Robert: Ding dong on the piano. 

Doctor: 


What do you see in that magazine? 

Robert: A nice tune, it needs voices and words. 

Doctor: What do the voices say? 

Robert: They say that parts of them are like Germans. They go to 
Russia. They made the first cut made in 1945. It would 


patch up Roosevelt, he was a good cut maker. He stamps 
over and whistles. 


Robert became more regressed as he remained on the ward, 
with his appearance becoming more unkempt and dilapidated as he 
withdrew progressively into his hallu 


i cinations, His noisy and dis- 
turbed behavior continued unabated for eight years, despite an at- 
tempt to use electric shock therapy. He was then placed on drug 
therapy and showed enough improvement to be put on convales- 
cent care. However, he shortly thereafter decompensated and was 
returned to the hospital. This cycle of 


Symptoms-drug-improvement- 
convalescence-symptoms would be repeated continuously for Rob- 
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ert at six-to-nine-month intervals for the next seventeen years un- 
til the present. 


Gertrude B., an unmarried woman who had been living with 
her family in the same New England city in which she was born, 
entered a state hospital for the second time when she was twenty- 
ume years old. 

Gertrude was born a twin, and one of eight children. Her par- 
nts were of lower middle class means, and were often strained 
cea because of the continual poor health of her father. bist 
Was er was a pleasant and kind woman, but her primary attenhon 
Bia her ailing husband, so that she had little time to give the 
to ren any individual attention. Although the children were ee 
of eot along well with each other, there was admittedly a good deal 
ed Jealousy and competitiveness among them. Gertrude was k 
m 800d student, but was forced to leave school in the sevent 
al order to help the family financially. She took a job as a 
ton in a local hotel where her sister had a more responsible P 
Work On days when her sister would stay home because of lack o 

Gertrude also decided to remain at home, and this led to bes 
eing fired, She then embarked on a series of unskilled jobs, with- 
a Proving too successful at any of them. She was described as a 

Ty Neat, clean girl who was shy in her relationships with others. 
A © never married, nor did she date very often, but she did have 

umber of female friends. 

At the age of twenty-six Gertrude announced that it was no 
onger Necessary for her to work, as she would surely be provided 
Or, although she was not entirely clear as to her potential source 

SUpport. She grew indifferent to others around her, and began to 
At? many of her old friends. She constantly complained of head- 

es and other physical ailments, and would become very fright- 
ened at night. She thought that someone would kill her, although 
She did not know who it would be. When Gertrude began to refuse 
food she was placed in a large state hospital where she remained 
for seven months, after which time she had apparently recovered, 
and was discharged. 
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After two years of a marginally successful adjustment, Ger- 
trude began to have a relapse. In church she would have uncon- 
trollable fits of giggling during very solemn parts of the services, 
disturbing everybody around her. She began to wander away from 
home and, when remonstrated for this, threatened her mother with 
personal injury. This led to her rehospitalization at the age of 
twenty-nine, providing a permanent home for her until her death 
fifty-eight years later. 

Gertrude took very little interest in ward activities, and was 
usually very reticent with patients and personnel. However, she 
did, upon occasion, indulge in mischievous pranks, and even could 
be assaultive at times. Her appearance was neglected to the point 
that she was actually filthy. 

As Gertrude’s years in the hospital increased, her behavior be- 
came progressively more regressed. She constantly attempted to 
escape by wandering away from others, but never was successful. 
Her behavior became more silly and childish, and her pranks in- 
creased in frequency. She began to hide food and rags in her cloth- 
ing, and took to stealing laundry and throwing it from the wm- 
dows. She developed the delusion that she was married to the 
hospital superintendent, and began to sign her name as Mrs. X- 
She became resistive to ward routine, and talked constantly, to the 
distress of those around her. 

As the years progressed Gertrude be 


more assistance in dressing and personal hygiene. If she was not 
dressed, combed, and washed she would be content to appear 
slovenly. She would tie rags in her hair, carry food in her dress, and 
wear soiled clothing taken from the laundry bag. She would eat 
ravenously, grabbing food from everyone, eating with her fingers, 
and soiling herself in the process, Quiescent, withdrawn states 
would alternate with mischievous and troublesome periods of con- 
stant activity, but the latter began to predominate. After twenty- 
five years in the hospital the following interview took place: 


gan to require more and 


Doctor: How long have you been in 
Gertrude: It is nearly two years now, 
Doctor:. How long have you been 


this place? 
z Or Over a year. 
in this hospital? 
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Gertrude: A long time—for thousands and thousands of years, I 


f Doctor: guess. 
| Ge or: Why are you here? 
ttrude: I came up with) the boys to bring the people back home. 
í een: Do you know how old you are? 
Trude: I was 2914 when I came. 
| Octor: What year were you born? 


' ecu: 1873 (actually, 1874). 

f Ge or: What year is it now? 

j Ttrude: 1831 or 32. I am going home. I must really go home. J am 

better now. I am child-bearing. I am all better now so I 

i must go home. I have many friends, who will take me over 

night. I must run along and get my teeth fixed at Dr. ——’s 

i office when I get home. Will you let me out when you get 

r out. I asked for a clean dress and she didn’t give it to me. 

l She is in the storeroom fixing up. I must g0 home. Colgate 
Cream, The doctor said if I took this she would let me go 


{ home. The nurse took my little box. 
O 4 3 
n another occasion she said: 


No, I never was crazy, a little nervous. Look at my teeth, 
I came here to have my teeth fixed. We're going to have 
\ a strawberry party now. Yesterday I heard voices. They 
said “I ran to the drugstore and I am going home tomor- 
row.” I heard J. B. Scott’s voice and it came from up here 
in the air. We've got 39 banks on Market Street. We've 
got lots of property. Say, take me home and I'll give you 
three laundry bags. I’m 29 and a half, 29 and a half. Now 
I want you to get me ten apples—ten of your most beautiful 
apples and two dozen lemons. Now listen, if I get you some 
Pineapple will you preserve it. 


Gertrude became more and more destructive as the years passed, 


hee shrubbery in the yard, taking pictures from the wall, and 
anf anging rooms. She would decorate herself with tinsel and paper 
trud run around the ward, creating a disturbance. Much of Ger- 
€’s later years were spent in a camisole in order to restrain her. 

he died of arteriosclerosis at the age of eighty-seven. 


Kenneth J., an eighteen-year-old single boy, was transferred from 
a jail, where he had been held for disturbing the peace, to the psy- 
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chiatric wing of a hospital in the small midwestern town where he 
had lived with his parents. 

He was the eldest of two children of an elderly lower middle 
class couple, and because of his severe acne and crude facial fea- 
tures, was quite striking in appearance. His father, a semiskilled 
mill worker, was a kind and gentle man who found himself with a 
very small role in the family. Kenneth’s mother was a dominating 
and demanding woman who was easily irritated. The marriage was 
an unhappy one within this pattern, and there was little social ac- 
tivity and a good deal of quarreling, which greatly upset the boy. 
He would cry whenever his parents argued, and plead with them to 
stop. Kenneth was very slow in his early years, being unable to 
dress himself until he was five years old, and sleeping with a paci- 
fier until he began school. He tended to be sickly, and was a diffi- 
cult child to rear. At school he was an average student by dint of 
extremely hard work. His main pleasure was derived from play- 
ing the piano, and he felt best when being applauded for doing this. 
More often, though, his school life was a very unhappy one. 
Teachers frequently punished and occasionally beat him, often for 
things other children did, but which he would not deny. He had 
very few friends among his classmates, and provided an object of 
ridicule because of his appearance. The other children would often 
pick fights with him, but he refused to fight back. When Kenneth 
entered high school his peers continued to bedevil him, and he re- 
sorted to informing on them to the teachers. In retaliation they at- 
tempted to beat him after school, but he would fall down and cry 
for the teacher. By the second year this proved such a disruptive in- 
fluence that he was advised to leave school, and he went to work 
at a series of menial jobs as a porter or janitor’s assistant. His work 


history was highly irregular, because he consistently got into trouble 
with his fellow employees, and either quit or was fired numerous 
times. His social li 


t fe was confined to solitary activities such as fish- 
Ing and movie goi 


c ng, and he never dated. Kenneth was described 
as a highly dependent, inactive, but kind and courteous boy. 


One evening, five months before his hospital admission, Kenneth 
attended a movie with a new acquaintance, Afterward he went to 
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the acquaintance’s room in a boardinghouse, where both began 
drinking wine and eventually engaged in a homosexual act. Ken- 
neth went to confession early the next morning, but felt that his 
sins were not forgiven. He began to worry about this, became de- 
pressed, even more withdrawn than previously, lost his appetite, 
and became diarrheic. He also began to speak of an invasion of the 
earth by men from other planets, and left his own room to take up 
Tesidence in the tool shed in back of his house. He was taken to the 
family physician, and appeared well-mannered until his mother 
joined him, when he became irritable and quarreled with her. 
Medication was prescribed but he didn’t take it, because he felt it 
Was poison, and did not keep his return appointment. Kenneth be- 
came preoccupied with religious questions and expressed the fear 
of burning in hell. He spent many hours in the tool shed burning 
odd objects, such as paper, underclothes, books, and the like. Once, 
when burning a small reproduction of a painting of Christ in his 
furnace, he heard a voice cry, “Whosoever shall burn me will 
be thrice saved.” He refused to eat apples because he felt it was 
sinful to do so. After a period in which he continually awoke in the 
middle of the night screaming that a huge dragon was after him, 
he took to staying awake all night and sleeping in the day. He also 
began to draw crosses on walls, mirrors, doors, and wherever he 
found a flat surface. 

One month before his admission Kenneth stopped drawing 
Crosses, but started to say that he hated his family, who were sin- 
ners, dirt, and not his real family at all. Believing that he be- 
Onged to a celestial family, he attacked the people posing as his 
Mother and father, and stopped eating at home lest his mother 
Should poison him. He attended church five times every Sunday, 
and pored over religious books during the week. When passing 
Women on the street he knew were sinners, he detected a foul and 
Sickening odor. Then he declared that he was Jesus, was born 2,000 
Years ago and had a wound on the palm of each hand (no stigmata 
Were present). He began to wander in his back yard at night, 
Praying aloud and shouting that the world was coming to an end. 

he neighbors reported this to the police, who came to investigate, 
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and when he informed them that he was Jesus, they took him to jail. 
He resented this and said, “Some day all the jails in the world will 
crumble.” The next morning he was transferred to the psychiatric 
wing of the local hospital. 

When he was interviewed upon admission Kenneth expressed 
the feeling that the whole world had become a dream. His affect 
was generally flat, and he complained of numerous vague somatic 
ailments, such as being stuck by a needle. He was withdrawn with 
the other patients and obsequious with the personnel. His speech 
was marked by considerable circumlocution and his answers to 
questions were often incoherent after the first sentence, when he 
would ruminate about being born 2,000 years ago. He felt that God 
was within him, and, especially when looking in a mirror, he could 
feel his hair and beard growing. He also believed that he had a 
rib missing. Kenneth further believed that he would soon control 
everything, including electricity, and that people would run from 
him. While listening to music he heard angels calling him Jesus. 
Shadows on the ward were misinterpreted as snakes trying to kill 
him. This preoccupation with his delusions and hallucinations made 
Kenneth more seclusive on the ward, and he would only interact 
with others when they approached him. At the supper table he 
would eat with his fingers and chant, and laugh inappropriately 
at remarks made by himself and others. 

Kenneth was discharged against medical advice while in this 
Condition because of the resistance of his parents. After a period of 


two months it became necessary to return him to the hospital 
where, after eight years, he still remained. 
1 


DISCUSSION 


The severe regression, fragmented thou 
propriate affect found in hebephrenics 
cases. The interview excerpts demonsi 
coherence but also the occasional st 
memory itself is not badly impaired ( 
yantly recalled that she was hospital 


ght, and shallow and inap- 
are clearly manifest in these 
trate vividly the speech in- 
atement which reveals that 
as when Gertrude E. irrele- 
ized when she was twenty- 


E AET 


_Y S pro) Sense eee yN N 


Schizophrenic Reactions 73 


nine). The content of Robert A.’s verbalizations also seemed to re- 
veal some of his feelings toward his weak, retiring mother, albeit 
they were cloaked in an entirely different guise. This type of occur- 
rence leads one to believe that there is a definite meaning in these 
bizarre verbalizations, but a meaning so personally determined as 
to be masked from most observers. 

Each of these patients seemed to show early signs of adjustment 
problems, and both Robert A. and Gertrude E. regressed pro- 
gressively after seemingly making a last-ditch effort to find for 
themselves a tolerable existence. Kenneth J. decompensated 
quickly after an incident which mobilized his guilt and his sexual 
inadequacies as well. In many ways Kenneth’s efforts to throw off 
this guilt with the grandiose delusion that he himself was Christ 
and at other times Adam demonstrate a mechanism often em- 
ployed by paranoid schizophrenics. The distinction lies in the ex- 
cessively fragmented and often bizarre nature of the hebephrenic 


delusion. 


CATATONIC TYPE 


The previous two schizophrenic reaction types were described as 
having a gradual onset, with the florid symptomatology usually be- 
coming most evident around adolescence. The catatonic reaction 
also occurs in adolescence or perhaps early adulthood (age fifteen 
to twenty-five) but generally has a more acute onset. The stress 
which precipitates the disorder is usually fairly substantial in na- 
ture, and hence the prognosis for recovery is better than in other 
types of schizophrenia. The characteristic mark of this disorder is 
the unusual affective state and its effect on behavior. The patient 
seems to vary between two widely separated extremes, alternating 
between stuporous immobility and uncontrolled excitement. 
In the phase of catatonic stupor, which is often preceded by de- 
ression Or some emotional upset, the patient becomes uncommu- 
nicative, disinterested, preoccupied, and possibly even mute. In 


severe cases he will stand immobile, wearing a fixed stare perhaps 


r Pis 
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for an entire day. Just as he flies to affective extremes so does he 
vacillate between widespread conative limits. At times He will 
rigidly and negativistically resist any effort to alter his position and 
at other times, in a state of what has been termed waxy flexibility, 
he will docilely permit himself to be placed in the most uncomforta- 
ble of physical positions and retain that position for hours on end. 
In the stuporous state the patient is totally indifferent to personal 
and toilet needs and may either retain urine and bowel contents or 
soil himself unconcernedly. These extreme symptoms are seen less 
often since the advent of tranquilizers. Occasionally, one can ob- 
serve in such patients a tenseness and even a tremor which seems 
to reflect the struggle to maintain this massively inhibiting state. 
This stupor may be thought of as a withdrawal which is necessary 
if one is to remain secure in a world full of threat. Although, while 
in a stupor, the catatonic seems totally divorced from the world 
and the events around him, he may often react to things that hap- 
pen near him and, when he begins to speak again, may recall 
much that occurred while he was mute. 

As dramatic as the catatonic stupor may appear, the impact of 
catatonic excitement on the observer is even greater. This excite- 
ment is characterized by indiscriminate destructiveness which is 
apparently purposeless and is usually confined to a small space. 
The excited catatonic is the most impulsive and unpredictable of all 
schizophrenics. Without any apparent provocation or warning he 
may attack an unsuspecting bystander, break windows or furniture, 
or destroy his clothing. In this state he is usually markedly nega- 
tivistic and his speech behavior may vary from mutism to extreme 
pressure reminiscent of a flight of ideas as seen in manic patients. 


As in the case of delirious mania the excited catatonic may suffer a 


tapid weight loss and occasionally may die from what is thought to 
be exhaustion. 


CASE STUDIES 


Mildred D., a fifty-eight-year- 


old divorcee and mother of seven, 
was admitted for the first time 


to a mental hospital in the large 
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southern city where she had lived all her life. Previous to her ad- 
mission she had been living alone in an apartment in the city. 

Mildred was the oldest of six children born to a lower middle 
class couple who separated when she was only two. Her mother 
remarried shortly thereafter, and Mildred described her childhood 
as a happy and healthy one, although she could give no concrete 
examples of pleasing events or-warm family relationships. She was 
able to complete only eight grades of school when she left at the 
age of sixteen. Despite this she described her adjustment there 
as a good one. When she left school she took the first of a succession 
of jobs as a domestic which were to constitute her work history. 
She married after a brief courtship at the age of eighteen, but con- 
tinued to work throughout her married life. Her marriage was 
admittedly a very unhappy experience for Mildred, since her hus- 
band refused either to work or to share in any way the responsibili- 
ties of raising their family. He occupied his time with other women, 
and, when he was home, would beat Mildred and their seven 
children. Finally, five years before her admission to the hospital, 
and after thirty-five years of marriage, he left her for good, and 
they were divorced shortly thereafter. After the divorce Mildred 
had a number of boyfriends, only one of whom was of any im- 
portance to her. Despite her tribulations, Mildred was described as 
a woman who was full of fun and got along well with everyone, 
although she did tend to be secretive about her problems. 

Shortly after her divorce, Mildred encountered a series of prob- 
lems which finally culminated in her hospitalization. Religious feel- 
ings about divorce caused her to be estranged from two of her 
children almost immediately. During the following three years she 
lost three of her children, two dying of terminal illnesses and one 
being killed in an automobile accident. One of these three children 
was her favorite, a daughter who had been mentally retarded and 
had been the object of Mildred’s attention for many eats: At the 
last two of these funerals she did not cry, but instead, fainted. After 
the death of her daughter she claimed that she continued to see her. 
One year prior to her admission to the hospital, she broke up with 
the one boyfriend whom she regarded seriously, because he was 


a 
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extremely jealous and because, when they drank, they quarreled 
bitterly. When visiting one of her sisters she confessed a toai that 
someone was hiding in her car, claimed to see faces in the window, 
stared vacantly into space, and when asked what was the EMRE 
replied, “There is something I have to do and I don’t know what it 
is.” Six months before hospitalization she learned that her son had 
been imprisoned for robbery. At that point her work began to de- 
teriorate. Her employer reported that she would not speak to 
tradesmen and sat rigidly Staring at her work and into space for as 
Ong as fifteen minutes at a time. She did Not eat at lunch, and when 


urged to drink milk or coffee, she asked if God would want her to, 


and only took it when she was assured that He would. Two weeks 


before admission she was laid off at work 


proceedings to commit her to the hospital. 

Upon admission Mildred 
and said, “I would not speak 
Only God knows and will he 
discuss her family, but did te 
television so that she could 
added, “I am also able not 


marked, “I used to be sill 

Through God I have be 
Mildred was placed on a regimen of drug therapy, and showed 

gradual improvement. Afte 

by a return of hallucinati 
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Henry E., a thirty-seven-year-old divorced father of three, was 
committed by his brother for the fourth time to a state institution in, 
the large midwestern city where he had spent his life. He had 
been living with his parents in the family home before admission. 

Henry was the eldest of three boys. His parents were briefly de- 
scribed as being attentive to him, and, with reference to his early 
experience, he would only say that he related well to his entire fam- 
ily, During World War IL he attended a state university while in 
the Army, and later was graduated from a denominational college 
near his home. Following the war he married and had three chil- 
dren. The marriage was not successful, according to Henry, prima- 
tily because of religion, and he was_separated from his wife one 
year before his readmission. He did not seem able to give any fur- 
ther description of his relationship with his wife or its failure. He 
worked at various bookkeeping jobs throughout his life, and felt 
he was fairly successful in his work. He described himself as a 
happy, well-liked person who was very active in community affairs. 

Henry’s history for the ten years before his admission is in 
marked contrast to his own description of his life. Henry began to 
develop fanatical religious ideas soon after his marriage. He felt 
that it was his personal responsibility to do penance for the souls 
of sinners, and his first act of penance was to burn his Christmas 
gifts as a sacrifice to God. He also resigned as an alumnus in a col- 
lege fraternity because he no longer believed in secret societies. His 
new ascetic habits resulted in a severe weight loss, and three prior 
hospitalizations. His symptoms continued virtually unabated from 
their onset, but he was able to work between hospitalizations. 

During the year previous to his current hospitalization, Henry 
did not walk, talk, or eat unless he felt he was specifically in- 
structed by God to do so. Occasionally he would become excited 
and violent, and when these episodes occurred he was indiscrimi- 
nately destructive. The chaos this caused in the family home led 
his brother to seek his rehospitalization. When admitted, Henry 
was in an emaciated state, and refused to eat or talk. He would 
only lie passively in bed, staring fixedly at the ceiling. His occa- 
sional changes of expression suggested the possibility that he might 
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have been actively hallucinating. There was no waxy flexibility, 
in the strictest sense of the term, but Henry did not seem to be dis- 
tressed by holding himself in uncomfortable positions for long peri- 
ods of time. He would obey simple commands, such as “Show your 
tongue” or “Grasp this pencil,” but would not respond to more 
complex requests, such as “Walk across the room and open the 
door.” Henry made rare Spontaneous remarks, but generally ex- 
perienced long periods of absolute mutism. When first admitted, 
tube feeding was necessary, because Henry refused to eat by him- 
self, or be fed. 

After a few weeks on the ward Henry gradually and spontane- 
ously began to improve, and was able to recall everything that had 
occurred upon admission. He made a fair adjustment to ward 
Toutine, but remained withdrawn and negativistic in his approach 
to others. He had to be taken to his bath, meals, and other activi- 
ties, but would in fact respond to these pressures, whereas previ- 
ously he had been completely unresponsive. Tube feeding was dis- 
continued, but special attention at meals remained necessary. After 
eating Henry would carefully wipe off his chair so as to prepare it 
for “the Lord and his disciples.” His emotions were usually flat- 
tened and apathetic, but occasionally he would be seen smiling, 
with no apparent cause. 

When Henry had achieved a State of remission sufficient to care 
for himself, he was placed on convalescent care, and returned to 
his family. While at home he would periodically have “crazy fits” 
in which he became violent and destructive, and then lapsed into a 


mute state. At these times he would be returned to the hospital un- 
til partial remission again occurred. 


Franz G., a twenty-one-year-old single man, was referred to a 
state hospital in a large eastern city by the police, and was entered 
on the hospital rolls as “John Doe,” because he had no identifica- 
tion and did not respond, verbally or nonverbally, to questions. 

Franz was the older of two children born to a poor German im- 
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ized repeatedly as a schizophrenic. His younger sister, too, was a 
hospitalized schizophrenic. As a child, Franz was a constant be- 
havior problem; he was disobedient, and would frequently lie and 
steal. Although he was of average intelligence, he completed but 
eight grades by the age of sixteen, because he didn’t like school and 
was a frequent truant. He was placed in a foster home at four- 
teen, but a few weeks later had to be hospitalized because of his 
bizarre behavior. During this time he had spells in which he rolled 
on the floor aimlessly, threatened the foster family with a baseball 
bat, and exhibited himself sexually to his foster mother. He was 
placed in a juvenile detention home where he alternated between 
periods of crying and whining, when he would ask to be allowed to 
go home, and periods when he was highly argumentative and 
would be assaultive toward the other children. When he was dis- 
charged he began to steal, was arrested for various thefts, placed 
on probation, and finally, after a car theft, placed in a reformatory. 
Here Franz would pray all the time and cry for the sins of the world. 
He was heard to say, “The man in the cell next to mine does not 
believe in God, Wouldn’t that hurt you. I try to say as many rosa- 
ries as I can in a day. I am only going to say one rosary today. I 
pray for all the other inmates in the institution all the time.” It was 
here that Franz developed a series of fixed religious ideas and, al- 
though he was generally withdrawn, attacked anyone who ex- 
pressed a disbelief in God. When he was discharged from the re- 
formatory he returned to his old habits, and was again arrested, this 
time for the attempted robbery of a small candy store. He was sen- 
tenced as a youthful offender, but was soon transferred to a hos- 
pital for the criminally insane. There he was underproductive and 
blocked, and seemed to be constantly preoccupied. His only display 
of affect was an occasional and inappropriate smile. At one point 
during this hospitalization he refused to eat, and had to be tube 
fed. Electric shock treatments were attempted, but proved ineffec- 
tive, and he remained withdrawn, retarded, and slovenly in ap- 
pearance. He gradually and spontaneously recovered and was re- 
leased to take a job at a local garage. 

Two years later Franz was found at a race track standing mo- 
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tionless, staring straight ahead, and not speaking. He was taken to 
a hospital, and when physical examination revealed no physical 
basis for this mutism, he was transferred to the state hospital under 
the name of John Doe. He followed instructions at the hospital but, 
left to himself, would just sit and stare into space, and did not re- 
spond to any queries about his behavior. His sleep was fair and 
appetite undisturbed during this period. When a doctor asked him 
Some questions in German he suddenly snapped out of his mute 
State to say that he had been very depressed and worried and 
added, “I lost money at the race track. I am worrying and I am 
afraid that my mother would punish me for that.” He then lapsed 
back into mutism and remained mute for the following week, ex- 
cept for sporadic violent outbursts against other patients. After a 
week he suddenly became quite talkative, indicating that he was 
well aware of the events of the preceding week, and reiterating that 
he had lost his mother’s money at the race track. When Franz iden- 


tified himself it was discovered that he had escaped from a nearby 
institution, and he was then returned. 


Discussion 


Each of these patients manifested the mutism and motoric arrest 
characteristic of the catatonic, although, of the three, only Henry 
E. approached the extreme state of waxy flexibility. Both Henry 
E. and Franz G. experienced periods of excitement in which they 
were unrestrainedly violent. For Mildred D. and Franz G. the on- 
set of the disorder was relatively acute, following upsetting events. 
In this respect the more gradual onset of Henry E.’s symptoms is 
at variance with the classical picture. Only Franz G. was in the 
age group which is most frequently afflicted by this disorder. 

It is noteworthy that the delusions of all three of these patients 
involved religious content, a very common feature of catatonia. 
It should also be pointed out that the withdrawal in two of the 
three cases extended even to the patients? eating, so that Henry E. 
entered the hospital in an emaciated State and both he and Franz 
G., during at least one of his hospitalizations, had to be tube fed. 


ih eT i ol i a a al 
Schizophrenic Reactions 81 


J The outcome of the disorder in these cases was varied. A rela- 
tionship should be noted, however, between a combination of the 
Premorbid adjustment pattern and the severity of the precipitating 
Stress and outcome. Mildred D. had by far the most stable ad- 
Justment prior to her illness and broke down in face of what ap- 
Peared to be the most intense stress (the death of her children 
and the break with a close boyfriend). She responded to a combina- 
tion of drug and electroshock therapy and was able to return home 
after a moderately long hospital stay. Henry E. and Franz G. on 
the other hand only seemed to maintain their emotional equilibrium 
for Telatively brief periods of time before lapsing once more into 
their illness, and this instability seemed to characterize their lives 
even before they had become overtly ill. 

One final point deserves comment. In both the cases of Mildred 
Dy and Henry E. the history, taken primarily from the patient, im- 
plies that their early background was a pleasant uneventful one. 
Ag the same time in each case there is some evidence to suggest that 
this is not so (both Henry E.’s and Mildred D.’s inability to docu- 
quent Statements regarding a happy childhood and good relation- 
Ships with parents, and Mildred D.’s poor school record). For 
Some, the subsequent schizophrenic breaks of each of these patients 
1s further evidence suggestive of an unhappy past. This tendency to 
gloss over disquieting events of the past and to give either a 
stereotyped or perhaps an overly literal response to questions about 
their background is quite commonly seen in catatonics. 


PARANOID TYPE 


The hallmark of this form of schizophrenia is the presence of hallu- 
cinations and many delusions in which reality is badly distorted. 
Along with these are found thought disturbance and affective al- 
terations which typify schizophrenia in general. This disorder usu- 
ally has its onset at a somewhat later age (generally after thirty) than 
other forms of schizophrenia. Among its earliest symptoms are 
ideas of reference, the notion that the remarks and actions of oth- 
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ers, despite the fact that they seem to have nothing to do with the 
patient, are made and done with him in mind. Along such lines, 
misinterpretations of reality are frequent. While the delusions 
which develop may become numerous and changeable, they com- 
monly are cast in a persecutory mold, so that the people around 
the patient are seen as threatening him with physical or material 
harm. Another form frequently taken by such delusions is grandi- 
osity. In some cases the grandiose ideas seem to follow from the 
persecutory feelings as a means of explaining them. Thus, if so 
many people are going out of their way to make life difficult for 
one, it must be that one is a particularly important figure. As per- 
sonality disorganization progresses the delusional beliefs become 
more and more far-fetched, eventuating in a complete abandon- 
ment of logic. The verbal expressions of paranoid schizophrenics 
are often inappropriate and at times are neologistic. Hallucinations 


usually occur in the auditory sphere and are generally accusatory 
or threatening. 


CASE STUDIES 


George N., a thirty-year-old unmarried taxi driver was volun- 
tarily admitted to a state institution in New England after having 
been an outpatient at a Veterans’ Administration clinic for three 
months. An only child, he had been living with his elderly mother 
in a small apartment in the medium-sized city in which he had 
been reared. 

His father had died soon after his birth and George was treated 
cruelly by the man his mother remarried. He responded to this by 
rebelling at school and by being in constant conflict with school- 
mates. He left school at the earliest opportunity after having com- 
pleted eight grades and also left home at the time to become a 
member of the Civil Conservation Corps. There he was introduced 
to some mild homosexual practices which made him feel anxious, 
but he did not resist. When World War I began he enlisted in the 


Navy, where he adjusted well and served honorably for four years. 


After his discharge he returned to live with his mother, his step- 
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father having died. He became a taxi driver because he lacked 
a trade and did not care for unskilled factory work. His contacts 
with the opposite sex were limited, and he refused to consider 
marriage. He was alternately attracted to homosexual groups and 
repelled by them, and much of his dating was motivated by a de- 
sire to demonstrate to himself that he was not a homosexual. 

For a year or two before his hospitalization George had been 
restless and troubled. He had a tendency to leave jobs impulsively 
without any apparent reason so that his work record was very un- 
stable, About six months prior to his hospital admission he be- 
came involved with a widow who aggressively insisted that they 
marry. Around this time his generally anxious feeling became in- 
tensified. He began to claim that he was very ill and in danger of 
death without showing any overt physical symptomatology. When 
fellow’ workers and his few friends noted this intensification of 
Symptoms, he began to avoid them as much as possible. At times he 
Would get into his car and drive aimlessly about for hours at very 
high speeds. In order to avoid contact with people he would keep 
his head down when walking in the street and would bolt his food 
at mealtimes to avoid having to talk to his mother. 

When examined in the hospital he freely verbalized concern 
Over his abnormal feelings and particularly his anxiety about ho- 
MOsexuality, but was quite flat emotionally. Although his recent 
and remote memory were good and he was well oriented and able 
to calculate well, the content of his thought was delusional. He 
Spoke of feeling that people were talking about him and looking at 
him peculiarly. It was for this reason that he attempted to avoid 
Others. He also felt that at times people made remarks about the 
way he walked or his feminine features. He also revealed that he 
felt that his body had changed a great deal in that his bones had 
become smaller and his gestures were becoming effeminate. 

George remained in the hospital for three months. During this 
time his symptoms subsided and it was possible for him to be dis- 
charged in the custody of his mother. He suffered a relapse six 
months later when his mother became ill and it was necessary that 
he return to the hospital. At that time he was agitated and con- 
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fused and had begun experiencing auditory hallucinations in 
which voices whispered that he was a homosexual. He had become 
dejected, feeling that no one cared for him. He has not been able to 
leave the hospital to the present date, 


Roscoe W., a forty-eight-year-old married maintenance man, 
was voluntarily admitted for the first time to a veterans’ hospital in 
New England. Childless, he had worked for the past few years 
in a large New England city after moving there from Pennsylvania. 

He was born in a small town in the coal mining region of Penn- 
sylvania and was the youngest of three children. His father died 
soon after his birth and he, his siblings, and mother lived with his 


treatment of the stepchildren. Roscoe did his best to get along with 
him and tended to rationalize his stepfather’s behavior. He even in- 
sisted that, when he was asked to leave home at sixteen because 
“he was too much of an expense,” this was done to give him an 
Opportunity to develop independence. A poor student, he com- 
pleted only about five grades of school and, by the time he left his 
home, he was ready for a job in one of the many coal mines of the 
Tegion. He remained with his first job for a period of nineteen 


> and he would change 
his route home from work in order to avoid 
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near a window he would draw the shades and before leaving 


home would carefully scan the street in front of his house. A short 
While after this shooting he became dissatisfied with his job and 
moved to the New England city where some of his wife’s relatives 
lived. There he worked regularly and continued his earlier type of 
existence which involved few friends and a very limited number of 
interests, During the preceding few years he and his wife had quar- 
reled often and financial concerns seem to have preyed on his 
mind. 

The symptoms leading to his hospitalization developed only 
about one week prior to admission. At that time he began com- 
Plaining that some young fellow workers were plotting to break into 
his house and rob him. He also suspected that they had wired his 
house so that they could hear what he and his wife were saying. 
One night he was found in the cellar wearing only his underwear 
and rummaging around vigorously. He also spent much time 
Searching the rooms in his house. About two days before hospitali- 
zation he began to refuse food and wouldn’t talk with his wife. Ros- 
Coe then revealed that he had heard the voice of his old company 
commander and of several of his Army buddies who were in the cel- 
lar of his house. At this point his family doctor was called and 
hospitalization was arranged. 

In the hospital he was well oriented, di 
and capacity to retain recent information, 
adequately. Affectively, however, he seemed blank and his ver- 
balizations were circumstantial and tangential, in that his answers 


to questions were circuitous and often touched on many irrelevan- 
aled his delusions and 


cies. The content of his thoughts also reve 
hallucinations. 

For his first two weeks of hospitalizat 
but withdrawn and quiet, remaining alone and gazing out the win- 
dow much of the time. During this time he admitted many strange 
thoughts and ideas to ward personnel. Gradually he began to re- 
spond to the supportive atmosphere of the hospital and took part 
in occupational and recreational therapy. In three months his sleep 


splayed good memory 
and could concentrate 


ion Roscoe was cooperative 
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pattern had improved and he regained several pounds in weight. 
His delusions and hallucinations had also subsided, so that he could 
be discharged to the care of an outpatient clinic. 


Olive W., a married fifty-seven-year-old mother of three chil- 
dren, was committed for the second time to a state hospital in the 
South. Poorly educated, she was the wife of an unskilled laborer 
working at a menial municipal job. Her family had always been in 
very modest financial circumstances. 

Olive was the second of eight children born in a small southern 
farming community. When she was eight her mother was involved 
in an automobile accident and her injuries were fatal. Because she 
was the oldest female in the family, the major burden of caring for 
the younger siblings fell to Olive, and as a result she had little time 
for schooling or the other ordinary childhood activities. As soon as 
she was old enough she took jobs helping in the fields of nearby 
farms and continued this until her marriage at twenty-four to a 
neighborhood boy of her age. Soon after their marriage they moved 
to the city in which they have since resided. Olive had been char- 
acterized throughout her married life as a person who loved par- 
ties and good times, but one who was always suspicious that people 
were singling her out for special adverse comment. 

In her early forties she was involved in an automobile accident 
and sustained minor injuries. Soon afterward she began to express 
the idea that someone was following her with the intention of doing 
her harm. She noted that people passed her house in groups of threes 
and felt that this had special significance for her. Finally, she began 
to experience auditory hallucinations and lost interest in caring 
for herself or her home. When she became very disturbed and as- 
saultive toward members of her family and accused them of plot- 
ting her demise, it was necessary that she be hospitalized. After a 
stay of four months, she was discharged to care of the family. 

During this post-hospitalization interval, which lasted four years, 
she continued to manifest some of her Previous symptoms, but 
managed to maintain her usual houschold routine. As two of her 
children, who were married by this time, began to experience inter- 
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personal and legal difficulties, her condition gradually worsened. 
She began to insist that her house was being watched and frequently 
phoned the city police. Olive began to threaten her husband’s life, 
accusing him of infidelity. She assaulted him physically and de- 
stroyed some of their furniture. As a result she was returned to the 
State hospital. 

When interviewed in the hospital she was well oriented and dis- 
played good memory. She had some difficulty calculating and her 
retention was poor. Although she appeared superficially calm, she 
was overtalkative and seemed to be under some tension. Her ideas 
were rambling and incoherent, and her affect was inappropriate to 
the content of her verbalizations. She was also grossly delusional. 
Olive insisted that the electric meter on her house was her own 
broadcasting station which was registered by President Truman 
and in Atlanta. This station was thought to cover the entire world. 
Its workings were vaguely described and she termed it a Westing- 
house Triple No. 99. It was said to have been installed by former 
President Roosevelt, since he intended to live in her home, and 
she insisted she had a chair belonging to him which was left when he 
spent a night there. She indicated that because of Roosevelt's in- 
tention to move to her house, General MacArthur visited there sev- 
eral times. She also spoke of being involved in multimillion dollar 
business deals and confidentially revealed that she was an Army 
nurse who was sent by the Secret Service to the hospital in order to 
investigate it. 

While hospitalized she was actively 
ditory and visual spheres and often insi 
prominent figures on the ward. She often wrote lo 
hensible letters to well-known public officials. Papers, buttons, 
canceled postage stamps, and other scraps were carefully hoarded 
by her. Her manner of dress was bizarre since she tried to alter her 
clothing to match her conception of a nurse’s uniform. Because she 
failed to respond well to hospital routine and treatment, it has not 
been possible to discharge her after seven years of hospitalization. 


hallucinatory in both the au- 
sted that she had spoken to 
ng and incompre- 
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Discussion 


Although each of these cases Was properly diagnosed as paranoid 
Schizophrenia, there are many qualitative differences among them. 


be pointed out that this assaultiveness was directed against mem- 
bers of Olive’s family who were thought to be planning to kill her. 
Assaultiveness in paranoid patients may well occur but contrary to 
what is found among catatonics, it is well directed and follows 
logically from a delusional belief. When Olive was rehospitalized, 


vealed a completely unrealistic grandiosity. In such a state her as- 
saultive outbursts diminished in frequency. This is frequently the 


threatened by those around him and has less need to strike before 
being attacked. 


In each of these cases affective disturbances were noted and 
thought disorder was present. Also personality disorganization was 
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SCHIZO-AFFECTIVE TYPE 


Classified here are those cases in which a strong affective compo- 
nent, as seen in manic-depressive or psychotic depressive psy- 
choses, is coupled with schizophrenic symptomatology. The latter 
usually takes the form of mental content so utterly unrealistic or be- 
havior so bizarre as to be seen only in schizophrenics. The differ- 
ential diagnosis between manic-depressive psychosis and schizo- 
affective reaction is an extremely difficult one to make and often is 
determined by the preferential response of the diagnostician. 


Case STUDIES 


Darlene B., a fifty-eight-year-old widow, was committed for the 
third time to a private sanitarium in the East. She was the mother 
Of three married children and had been living in a large city on 
the eastern seaboard. She had been trained as a Jawyer and had 
Practiced her profession off and on until age forty-six, when she 
had suffered her first mental breakdown. 

She was the eldest child born to one of the “first families” in a 
large eastern metropolis. Her father, an extremely wealthy banker, 
Was a very prominent and influential man whose many activities in 
the community left him little time for his children. A stern and ex- 
acting person, he set high standards for his daughter and two sons, 
and his sons especially were expected to prepare themselves to 
follow his example in assuming a place of prominence in the com- 
munity. At the same time he paid little attention to the children 
and was regarded as a powerful, unapproachable figure by Dar- 
lene, who set herself the goal of living up to her father’s every 
wish. Darlene’s mother, while more accessible, was herself a ba- 
sically cold person who was subservient to her husband’s desires 
and eager for her children to live up to his ambition for them. She 
busied herself with the social activities she felt were expected of her 
and entrusted much of the care of her children to servants. Family 
activities were few and Darlene frequently felt very much alone 
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and unwanted as a child. She was a bright, attractive child, how- 
ever, and during the early school years was considered a “credit 
to the family.” Although she had many friends and was quite out- 
going, few were really close to her. She attended private schools, a 
fine girls’ college, and, somewhat to her father’s dismay, elected to 
Study law in a fine eastern university, 

While a law student she met and married a very intelligent and 
capable man who was studying for a degree in medicine. From the 


Sudden death of her husband, she again Tequired hospitalization for 
her depressive state, 
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and hinted that she suspected the doctors were holding from her 
the fact that she had cancer. She rejected the reassurances that 
Were offered and became progressively more convinced of the 
Validity of her suspicions. As she did she became increasingly 
hyperactive, besieging physicians and nurses with questions and 
complaints whenever she encountered them. She refused to remain 
1n her room and disturbed fellow patients. Darlene was also quick 
to lash out irritably when her ideas were disputed. As a result it 
became necessary to move her against her will to the mental hos- 
Pital where she had previously been confined. 

When examined after admission she was well oriented, dis- 
Played good retention and memory for recent and remote events, 
Was able to calculate well, and had a good fund of general informa- 
tion. She seemed to be under some pressure regarding her speech 
and at times words flowed in a torrent of excitement. Much of the 
Content of her thought involved variations on the theme that she 
was dying of cancer, and had been badly treated. Her tendency to 
dwell on the injustices she had encountered suggested a paranoid 
delusion. On the ward her behavior remained hyperactive. Although 
Superficially charming and ingratiating her forcefulness in intruding 
On the privacy of others resulted in frequent altercations, and on 
Several occasions it was necessary to place her in seclusion. In 
addition she made it known to fellow patients and ward personnel 
that her presence in the hospital was at the behest of the President of 
the United States in the role of an agent on an inspection tour. She 
also told of earlier, remarkable business exploits which she claimed 
resulted in her amassing a small fortune which was stolen by a dis- 
honest partner. She also gave people to understand that she was 
the adviser and friend of important political figures in state and 
Washington politics. 

Darlene was seen in supportive psychotherapy while in the hos- 
Pital, and her excited and hyperactive behavior subsided. Many 
of her delusions disappeared as well, although she retained the one 
pertaining to her being cheated out of a fortune by her business 
associate. After five months of treatment she was well enough to 
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be discharged. In the subsequent five years she returned to the 
hospital twice, each time with both affective symptoms and a more 
elaborately evolved delusional system. 


Eugene L., a forty-year-old married photographer, was volun- 
tarily admitted for the first time to a state mental institution in the 
large midwestern city in which he was living. He was the father of 
one son born to him and his wife less than a year prior to admis- 
sion. 

Eugene was the youngest of six children from a midwestern 
farm. His father, besides operating the farm, was recalled to have 
had numerous interests which kept him away from home many 
evenings. As a result neither Eugene nor his siblings ever devel- 
oped a very close relationship with him. When he was home he 
was the disciplinarian to such an extent that Eugene’s mother felt 
constrained to intercede to protect her children. She was particu- 
larly protective of Eugene, whom she pampered and overindulged. 
Although he was neglected by his father, this favoritism toward him 
on the part of his mother aroused the envy of the other children. 
The close relationship with her remained unaltered through the 
years, so that although he no longer lived near her, he made a 
point of spending frequent week ends with her. On the other hand, 
his father’s death in a farm accident about fifteen years before 
seemed to have caused him little sense of loss. 

Eugene’s memory of his remote past was sketchy. Outstanding 
was his fear of the darkness and recurrent thoughts that “some- 
body” intended to do him great harm. He was only a fair student 
at school but from the age of eight or nine he hired out to do chores 
at neighboring farms. In his youth he developed an interest in out- 
door activities which persisted throughout his life. After complet- 
ing high school he left the farm to study photography in a distant 
city, where he remained to work. He met his future wife there and, 
after an extended courtship of five years, he married her. For their 
entire marriage they lived with his wife’s parents, an arrangement 
which provoked much resentment in him. This feeling became 
greatly intensified when his son was born, since his in-laws un- 
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hesitatingly took charge of the rearing of the child. This problem 
and his wife’s increasing indifference in their sexual relationship 
were for him particularly difficult ones with which to cope, because 
he characteristically felt inadequate and passive and could never 
allow himself to express his anger overtly. 

The onset of the current disorder occurred about two months 
prior to admission, when Eugene began to have intense and per- 
vasive fears and heart palpitations. Shortly thereafter he experi- 
enced a mystifying state in which he lost consciousness of what was 
happening around him and sat immobile, incapable of doing any- 
thing but staring frontward and asking himself, “What is hap- 
pening to me?” After this brief but dramatic episode, it was noticed 
that he became depressed, worried considerably, and began to lose 
interest in what was happening around him. He became very quiet 
at home and preferred to avoid leaving the house. He complained 
of strange sensations in his feet, neck, and rectum, and became con- 
cerned that he might be suffering from cancer. More troubled by 
feelings of inadequacy than he usually was, all efforts to reassure 
him were to no avail. He began to lose his appetite, resisted sleep, 
and suffered crying spells. Sedatives were prescribed, but he feared 
these were damaging his “insides.” When his depression deepened, 
he began losing considerable weight, along with all interest in his 
surroundings, and he had himself admitted to the state hospital. 

When examined in the hospital, he attempted a casual appear- 
ance; nevertheless, he crossed and uncrossed his legs nervously 
and smoked steadily. His hands trembled and his face was im- 
mobile. He was eager to have the attention of doctors and to relate 
his problems. He was well oriented and displayed a fair memory for 
recent and remote events, but had difficulty doing calculations, 
largely because he couldn’t concentrate well. Although he spoke 
clearly in sentences which were coherent in themselves, they did 
not follow well one from the other. In addition to this associative 
difficulty, he had a tendency to keep talking, as if it were necessary 
that he go on. The content of his thought included many somatic 
concerns which seemed delusional. In addition he dwelt on his in- 
adequacies and the hopelessness of his lot in life. 
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As he became more comfortable in the hospital his anxiety de- 
creased, and his train of thoughts was better and more logically 
connected. He nevertheless remained discouraged, fell asleep only | 
with difficulty, and retained his bodily concerns. It was therefore | 
felt that electric shock treatment would be beneficial. A series of 
twelve resulted in considerable improvement, and Eugene was dis- | 
charged after two and one-half months of hospitalization. 


Discussion 


Both patients displayed many of the symptoms of an affective dis- 
order: Darlene B., the history and behavior typical of a cyclical 
manic depressive, and Eugene L., a deep, agitated depression with 
all the symptoms attendant on such a disorder. In addition, how- 
ever, Darlene manifested a set of grandiose delusions which 
sounded suspiciously like those found in paranoid schizophrenics, 
because of the utter disregard of reality. Eugene L. displayed so- 
matic delusions not altogether uncommon in a depression, but in 
addition his illogical associations suggested a thought disorder. It i 
should also be noted that the dramatic episode which typified his ) 
overt symptomatology had much the flavor of the depersonalized 
state which Sullivan (1956) described as typical in the onset of 
schizophrenia. 

It doubtless seems apparent that diagnosing patients reliably in 
the schizo-affective category is not easily accomplished. The classifi- 1 
cation represents a middle ground between more obviously schizo- Ay 
phrenic and more clearly affective disorders and, as such, involves i 
fine judgmental distinctions. The problem is magnified even further H 
by the presence of a category entitled schizophrenic reaction, acute | 
undifferentiated type. Such cases, which will be described next, 
often display much strong affect, which may suggest the schizo- 
affective diagnosis as a more suitable designation. 
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ACUTE UNDIFFERENTIATED TYPE 


The onset of a schizophrenic disorder may be marked by a variety 
of schizophrenic symptoms, such as ideas of reference, perplexity, 
and dissociative phenomena in the absence of any apparent precipi- 
tating stress, and without conforming to any established syndrome 
pattern. Not uncommonly an intense affective coloring of excite- 
ment or depression accompanies these symptoms. In a sense the 
picture which the patient presents is of a person who is beginning 
to experience decompensation and who may be struggling to main- 
tain a hold on reality. In any case, he feels quite disturbed by what 
is happening, and this is reflected in his often bizarre behavior. As 
such, the personality is in a state of flux and, depending upon which 
way the struggle is decided, the symptoms either clear in a matter of 
weeks or they crystallize into one of the other reaction types. In- 
dividuals who are experiencing an early schizophrenic attack and 
who have not yet developed a clear and recognizable pattern of 
symptoms are placed in this category. 


CAsE STUDIES 


Gertrude W., a thirty-five-year-old unmarried grocery clerk, ' 
was voluntarily admitted for the first time to a state hospital in New 
England. She was a woman with an eighth-grade education who 
had been living with her parents and unmarried siblings in the 
small mill town where she had been born. 

The fifth in a family of twelve children, Gertrude aoei her 
parents as undemonstrative, retiring people who seemed always to 
be working hard. Although she professed to be closer to her mother 
than her father, she didn’t have a truly warm relationship with 
either parent. She was an indifferent student who felt self-conscious 
because she couldn’t match the grades of her siblings. She therefore 
chose to curtail her education after eight grades. She was a bashful, 
anxious child who feared strangers, chewed her fingernails, and 
was very much a tomboy until adolescence. Her earliest memory 
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was that of falling from a high porch where she was climbing when 
only six or seven. After leaving school she held various jobs as a 
domestic and in factories until four years prior to the development 
of her current disorder when she was employed as a clerk in a large 
grocery. Socially she has followed a pattern of being a member of a 
circle of unmarried girls and choosing one from the group as a “spe- 
cial friend.” Heterosexual activity seems to have been restricted to 
attending dances with her group of girlfriends, dancing with the un- 
attached men there, and returning home alone. Although she indi- 
cated that she had rejected marriage proposals, close friends in- 


sisted that she was never deeply involved emotionally with any 
men. 


The onset of the sym 


Ptoms leading to Gertrude’s hospitalization 
Occurred about six we 


eks before her admission. At that time she 


and she lost her appetite and 
suffered a Weight loss of ten pounds. When she developed the idea 
ad been remoy, 


ed (a distant cousin had 
once had a mastectomy) and began Teporting loud noises in her 
room which no one else heard, her family became alarme ad 
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suggested she seek hospitalization. Gertrude concurred in this with- 
out much arguing. 

When interviewed in the hospital, she was oriented but, despite 
good retention and recent memory, had no recollection of events 
prior to her symptom onset. She nevertheless knew some general 
facts. She spoke coherently but rapidly and seemed resigned to al- 
ways feeling anxious and depressed. She complained that she felt 
distant from people and admitted to having heard her name called 
while alone and to a continual buzzing in her ears. 

She remained a patient for three months, during which time she 
was treated with ataractic drugs. She responded well to this, as well 
as to the supportive milieu of the hospital. She was much improved 
on discharge and was advised to seek private follow-up treatment. 


Irene L., a twenty-four-year-old graduate student of psychology, 
was voluntarily admitted for the first time to a private mental hos- 
pital in the southwest on the referral of the psychiatrist at the uni- 
versity where she was studying. Until the year before her admission 
she had lived with her family in a medium-sized city in the south- 
west. 

She was the youngest of two daughters born to a well-to-do fam- 
ily. Her father had built a small retail business into a thriving de- 
partment store which was one of the largest in Irene’s home town. 
Despite his material success he was an anxious person who had suf- 
fered from ulcers since his late adolescence and from time to time 
experienced depression severe enough to interfere with his ability 
to work. A busy man, when he was at home he insisted that things 
be done in an orderly and efficient manner, and his wife and chil- 
dren tended to go out of their way to cater to him. Her mother, on 
the other hand, was described by Irene as an affectionate person 
who was completely devoted to a proper upbringing for her chil- 
dren. This was contradicted however by Irene’s later account of 
her mother’s very active social life and her frequent attention to the 
family business. Irene’s older, married sister was also described in 
glowing terms for both her beauty and charm and musical ac- 
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complishments. Irene was herself a thin, unattractive girl who had 
few boyfriends but who was a good student. She compiled an excel- 
lent record in an exclusive private girls’ college near home and 
after receiving her bachelor’s degree returned to her home town, 
where she took a personnel job in her father’s department store. 
After approximately one year at this type of work she decided to 
seek a career in personnel work and elected to take graduate train- 
ing in psychology to qualify her further. For this reason she left 
home to attend a large university in California, Her friends at school 
found her to be an overtly warm, generous person who seemed, 


beneath this facade, to be very dependent and lacking in self- 
confidence. 
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some psychomotor retardation. She was well oriented, had good 
memory and retention, calculated well, and had a good fund of 
general information. Her answers to factual questions were clear 
and precise. When disturbed by the inquiry, she became evasive. 
At times she manifested an inappropriately disproportionate ela- 
tion. Her efforts at maintaining a calm, controlled exterior were 
not always successful and flashes of irritation intruded on her. 
While her remarks were logical much of the time, she had a tend- 
ency to make strange, nearly autistic statements. As an example, 
she said that she felt sorry for everyone and, when asked why, re- 
plied, “Because when I go, you're going to have to remain and 
mourn for me. That is much harder than dying especially when I 
know that life is eternal and everlasting.” She also expressed re- 
sentment toward a childhood friend who had died and thus left her 
to mourn. 

During the early part of her hospital stay she displayed a great 
deal of inappropriate affect and was noted to be laughing when no 
one was near her. At times she cried uncontrollably without overt 
provocation. Her speech also became noticeably disorganized. 
After a hospital stay of several weeks she responded gradually to 
the supportive regimen of the hospital so that she could be dis- 
charged to the care of a private psychiatrist. 


DISCUSSION 


The picture of agitation and depression in the presence of clearly 
schizophrenic symptomatology is to be seen in both cases. In addi- 
tion to much anxiety Gertrude W. displayed ideas of reference, a 
strange delusion, vague auditory hallucinations, and some dissocia- 
tion. Irene L. manifested depression plus evidences of thought 
disorder, religious preoccupation and delusions, and grossly inap- 
propriate affect. Fortunately both cases proceeded to favorable 
conclusions in responding to the supportive hospital milieu, and 
within a relatively short time the symptoms subsided. 

Perhaps one distinction which can be made between these 
cases and those diagnosed as schizo-affective is that in these the 
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affective display seems to be a reaction to the schizophrenic proc- 
ess which has been set in motion. On the other hand, in the 
schizo-affective reaction the affective symptoms are more centrally 
part and parcel of the disorder itself, with schizophrenic signs, as it 
were, grafted onto these. 


CHRONIC UNDIFFERENTIATED TYPE 


This category includes patients with schizophrenic symptomatology 
which does not form a clear pattern and tends to persist. Included 
here are the so-called “latent,” “incipient,” and “prepsychotic” 
schizophrenic reactions, implying that, although this reaction is a 
chronic disorder, it is a mild one which often permits the patient to 
make a marginal adjustment. In actual practice this diagnosis is 
also often applied to very long term patients who may once have 
displayed clearly the symptoms consistent with one of the other 
subcategories but who, with the passage of time, have “burned out” 
to the degree that one can no longer distinguish the original symp- 
tomatology. A very affectless disregard typifies these people, and 
their pattern of thought leaves no doubt as to their being schizo- 
phrenics. These patients are in what Arieti (1959) called the pre- 
terminal stage of the disorder. The diagnosis is occasionally used 
also for those patients who are floridly schizophrenic, but whose 
symptoms are not entirely consistent with any of the established re- 
action types. It should be noted that in actual practice this is one of 
the most frequently diagnosed of the schizophrenic subcategories 
and, as such, may often provide a wastebasket for the resolution of 
difficult differential diagnostic problems. 


CASE STUDIES 


Arnold G., a twenty-year-old single man, was one of six children 
born to a middle-class family in a small midwestern town. A man of 
less than grade-school education, he was committed by his family 
to a state mental institution. 
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His mother was a sickly woman who died when Arnold was 
seven. The history that is available indicates that she had little 
energy for her children and that Arnold was a neglected child. His 
father was a skilled worker who worked long hours in a factory in 
order to provide for his family, so that he too was in a poor position 
to attend to the emotional needs of his children. Arnold advanced 
to the sixth grade in school and then left, at the age of fourteen, in 
order to become an apprentice in his father’s factory. He learned 
easily and well, but had little ambition or interest, and when he was 
sixteen, ran away to Chicago. He lived as a tramp for eighteen 
months and then returned home when his finances were exhausted. 
The family welcomed the prodigal back to the fold and got a job 
for him, but two months later he again disappeared. This time his 
destination was New York, where he again sought his fortune un- 
successfully, and returned within a year. 

Six months before his admission he began to scream while at 
work, with no apparent provocation, turned off all the machinery, 
and continually interfered with the work of others. When his su- 
pervisor reprimanded him, Arnold told him to go to hell, and was 
fired. He claimed that he could see his mother’s body floating in 
the air, and talked incessantly about secrets and mysteries of Per- 
sian, Egyptian, and Hindu origin. He tied up bundles of three ob- 
jects, such as coins, a string knotted three times, and coffin nails, 
and saved these bundles because of their magical properties. Four 
months before his admission he broke in the door of his home with 
an ax and threatened the members of his family. He was arrested 
for this, but released soon thereafter. On the day before his admis- 
sion he threatened to burn the house, and then broke into his fa- 
ther’s room and said, “You have got to kill me or I will kill you. 
Tonight the time is up.” Faced with this choice his father had Ar- 
nold arrested again. The next morning Arnold told the police, “I 
see a whole bunch of dead people sitting there now. They run 
about my cell at night like crazy men, pulling me around. I hear 
voices whispering to me.” He was then committed to the local 
state hospital. 

On admission he was quiet, and indifferent to his commitment. 


102 PATTERNS OF PSYCHOPATHOLOGY 


His conversation and behavior were childish and marked by fool- 
ish and inappropriate laughter. At first he thought it was “awful to 
be among so many crazy people” but shortly thereafter he realized 
that it was quite a joke, and laughed heartily about his fate. He felt 
that the attendants were going to kill him, but laughed foolishly 
while telling of his fears. He was very childishly changeable in his 
behavior and affect. While he would often smile and laugh without 
cause, he would be irritable and profane at other times. In the 
midst of describing his persecutions he might interrupt himself to 
ask, “Do you buy clothes for people here?” and expressed a willing- 
ness to stay in return for a new suit. He felt that people always made 
fun of him and declared, “I won’t stand it, they take me for a 
raven.” He experienced a series of vivid hallucinations, including 
feeling a man’s claws on his throat, although he did not see or hear 
the man, feeling electricity jar him, seeing ghosts haunting him, see- 
ing blue shadows going around and red shadows going up and 
down through the air, and seeing wingless female spirits flying 
through the air, but never experienced or related these hallucina- 
tions with any noticeable affective involvement. Arnold underwent 
a progressive deterioration after his admiss 
in his appearance, emaciated because of ala 
generally indifferent to events around him, 
his affective responses. 

Five years after his admission his sol 
the odd jobs he was assigned on the war 
Swered questions in a dull 
hands and feet continually 


ion, becoming untidy 
ck of interest in food, 
and extremely labile in 


conversation, 

During a revision of the state 
after his admission, Arnold wa 
at this time again observed c 


hospital Program, thirty-two years 
s transferred to another facility, and 
arefully. He was very dull and list- 
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less, and seemed apathetic to being moved around. Most of his 
verbal productions were rambling, irrelevant, and incoherent. He 
was disoriented for time and place. On the ward he was filthy and 
frequently soiled himself, and had to be spoon fed in order to take 
any nourishment. Four years after this he had become utterly in- 
different to his surroundings, and began to smear feces on himself. 
He seldom spoke and when he did it was always to himself and in- 
coherent. For instance, he was overheard saying, “No age that’s me 
the year is September I told you fee fee this is a pest house sitting 
out there the paper says so crazy sure not since sleeping there.” 

Fifteen years later Arnold was completely withdrawn and idle. 
He seldom disturbed anyone, but was extremely regressed, soiling 
himself constantly. He was usually mute, and his only verbal 
production consisted of unintelligible mumbling. With the passage 
of ten more years he was confined to bed, withdrawn from others, 
and extremely regressed. During an attempted interview he was 
mute and unresponsive, staring fixedly into space. Arnold died at 
the age of seventy-eight of arteriosclerosis, having spent fifty-eight 
of those years in mental institutions. 


Nancy L., a twenty-one-year-old single woman, was referred to 
a psychiatric clinic in a large Middle Atlantic city by a private psy- 
chiatrist, after a course of treatment with him had proven unsuc- 
cessful. 

Nancy’s father, an improvident man who gambled compul- 
sively, was killed in a fight when she was still an infant. Her mother 
remarried a man considerably younger than herself when Nancy, 
an only child, was five years old. The mother, an undemonstrative 
and weak woman, was dominated throughout her life by her own 
mother, who lived next door. Nancy’s grandmother was a forceful, 
aggressive person and she and Nancy’s mother were in constant 
competition over the child. In fact, Nancy had spent portions of her 
life in both her mother’s and her grandmother’s house, partially 
because of her great animosity toward her stepfather. He was a 
weak, dependent, “mama’s boy” who aroused the hatred of the 
child by punishing her when she was about ten years old, a time 
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which coincided with the birth of her stepsister. From that time 
Nancy did not speak to her stepfather, and refused to eat at the 
same table or stay in the same room with him. Her relationship 
with her younger stepsister was marked by a great jealousy on 
her part and a strong rivalry between them. Nancy was always a 
quiet, retiring person who was very fastidious about her appear- 
ance. 

After a successful and enjoyable time in grammar school, Nancy 
entered high school, and suddenly began to feel awkward because 
she was slightly overweight and did not feel as attractive as the 
other girls. Although she had always been a conscientious student, 
she began to miss school intermittently, but never for a prolonged 
period. This occurred with increasing frequency. Throughout this 
period she felt that she was a fat and unattractive child who was in- 
ferior and unloved by her family. This led her to restrict even fur- 
ther her already limited circle of friendships. She felt that she 
could not go out at night or be in crowds because she would be 
subjected to overwhelming anxieties, Finally, because of her exces- 
sive absences, she was expelled from school. Despite this she ob- 
tained admission to a small local business school, 
prevented her from attending. Instead she took a menial clerical 
job at a large factory, and, even though she thoroughly enjoyed 
the job, she had a spotty attendance record. She found herself de- 
veloping a great number of compulsive habits, such as avoiding 
cracks in sidewalk pavement, touching doorknobs seven times, and 


their previous place. She also be- 


but her anxiety 


usive and continued to be preoccu- 
ts. She Passively resisted all hospital 
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programs designed to aid her or draw her out. Electric shock 
therapy was attempted and she showed a slight improvement, but 
remained seclusive. Nancy was released on convalescent care to 
her parents, but the hospital was very guarded in its prognosis for 
her. 


DISCUSSION 


These patients, although vastly different in terms of the extent to 
which they were disabled and the course of their disorder, were both 
diagnosed as schizophrenic reaction, chronic undifferentiated type. 
Nancy L. manifested the mild symptomatology of the “latent” 
schizophrenic—the vague anxieties, the feeling of being watched, 
withdrawal from interpersonal relations, the strange compulsive 
traits, somatic overconcern, and, in the feeling of creaking in her 
bones, perhaps some hallucinatory experiences. These symptoms 
came on over a period of years and although mild in nature seemed 
to be well fixed, so that hospital treatment had little effect on them. 
It will probably be evident that this type of case bears some simi- 
larity to those of simple schizophrenia which were discussed earlier. 
The chief difference seems to lie in the presence of a bit more affect 
in Nancy L., in the form of anxiety, and a mixture of symptoms 
more typically found in mild paranoids and catatonics. The pre- 
diction could be made that these symptoms would continue un- 
abated throughout Nancy’s life, perhaps intensifying in times of 
stress, and occasionally requiring brief rehospitalizations. 

Arnold G. was hospitalized at approximately the same age as 
Nancy L., after many years of adjusting marginally. His symptoma- 
tology was more blatantly schizophrenic than that of Nancy L. and 
included very frank visual hallucinations. During the early part of 
his hospitalization Arnold exhibited the affect frequently seen in 
hebephrenics along with paranoid delusions. It is clear, however, 
that as he deteriorated, these specific hebephrenic signs disap- 
peared and his state might have best been described as one of utter 
indifference. As can be seen, although he was grossly schizophrenic, 
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Arnold could not be described by any of the more specific schizo- 


phrenic subcategories, and the label chronic undifferentiated type 
was applied. 


CONCLUSION 


The many case studies presented in this chapter seem to bear out 
` Bleuler’s contention that basic to all schizophrenias are the pres- 
ence of thought disorder and affective disturbances. These are 
seen in varying degrees and forms but pervade all of these cases. 
At times the effects of this pathology on behavior are so profoundly 
disorganizing as to necessitate institutional care. At other times, as 
in the chronic undifferentiated and simple types, a marginal ad- 
justment outside a hospital is not uncommon. 

Conspicuously absent from this chapter are case studies of chil- 
dren who haye been diagnosed as schizophrenic. This group was 
not included since, despite the fact that thought disorder and affec- 
tive disturbance are found among childhood schizophrenics, the ac- 
cessory symptoms may vary widely according to the time of onset. 
This is a result of the relative plasticity of the personality of the 
growing child. Hence definitive schizophrenic subtypes are difficult 
to distinguish among children and any effort to do justice to the full 
gamut of what might be found in a childhood schizo 


phrenic would 
require more space than available. 


6. Paranoid Reactions 


THE LAST of the psychotic reactions to be discussed and illustrated 
are the paranoid reactions. These disorders, though bearing some 
resemblance to the paranoid form of schizophrenia, have tradi- 
tionally been viewed as separate entities. Actually one could con- 
ceive of paranoia, one of the paranoid reactions, as lying at one end 
of a continuum with paranoid schizophrenia at the other end. Be- 
tween the two extremes would be found the paranoid state, the 
other of the two paranoid reactions. As one proceeds from one 
end of this continuum to the other, barely perceptible gradations 
are to be found with respect to the extent to which affect is ap- 
propriately expressed, delusions are systematically organized, real- 
ity testing is reasonably good, the individual is free of hallucinatory 
experiences, and personality organization is essentially retained. 

At the paranoia end of this continuum there is a rigid and well- 
systematized delusion which has developed slowly and often after a 
misinterpretation of an actual occurrence. This paranoid system is 
internally logical and well-integrated, and is relatively isolated from 
much of the normal routine of the patient. His personality may be 
viewed as largely intact, and the person is capable of adequate 
functioning in all areas that do not concern the specific delusional 
system. Often there is an element of grandiosity in such patients 
but this is not so gross as to involve a serious distortion of reality. 
Hallucinations do not occur in this disorder. 


108 PATTERNS OF PSYCHOPATHOLOGY 


At the middle of our hypothetical continuum is found the para- 
noid state, in which, again, paranoid delusions are found as the 
primary symptom. There are not so well systematized as they are 
among paranoiacs nor are they so fragmentary as they are among 
paranoid schizophrenics. Also it is to be expected that the patient 
suffering a paranoid state will manifest some of the milder signs of 
the schizophrenic reaction. This will often include distortions of 
reality in areas unrelated to the specific delusional system. 

Of course, the paranoid schizophrenic, who represents the other 
end of this continuum, has been described earlier as one whose 
delusions are poorly systematized, who is subject to hallucinations, 
who clearly displays thought disorder and affective disturbance, and 
whose general functioning is grossly disorganized by his disorder. 

From a purely practical viewpoint, fine distinctions between para- 
noia and paranoid state, on the one hand, and both these reactions 
and paranoid schizophrenia, on the other hand, are not easily made. 
In his discussion of paranoid conditions, Cameron (1959) states 
bluntly that many psychiatrists have abolished the group of para- 
noid reactions altogether, assigning most cases with strong para- 
noid manifestations to paranoid schizophrenia and distributing the 
rest among other diagnostic categories such as manic-depressive 
psychoses, involutional psychotic reactions, and the sociopathic 
personality disturbances which will be discussed later. These prac- 
tical difficulties of distinguishing between paranoid disorders will 
doubtless stand out in the cases which are to be presented. Two 
were diagnosed as paranoia and two as paranoid states, but these 


will not be identified beforehand, In the discussion section the hos- 
pital diagnoses will be revealed and considered. 


Case STUDIES 


entire life. 


Michael was the first of four children born to a relatively well- 
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to-do farm couple. His mother, who was a hard-working, good- 
natured woman, died while he was an adolescent. His father, a 
very strict disciplinarian, always dominated the family, but was a 
person with whom Michael got along very well. Michael also lived 
compatibly with his siblings until his teens, when he began to quar- 
rel violently with his only brother, three years younger than he. A 
very good student in high school, Michael graduated high in his 
class. He had been interested in sports and was a frequent partic- 
ipant in athletic events. Socially, however, Michael was retiring and 
his dating was confined to one girl, on whom he had a crush but 
who did not reciprocate his feelings. He began college in a local 
agricultural institute, but returned home after two weeks, possibly 
because of pressure from his father, in order to help with the farm 
work. His life thereafter was devoted to working with his father on 
the farm, and, although never overly industrious, he seemed con- 
tent. He had no friends, possibly because he was given to bad 
moods and troublesome argumentativeness. In his personal habits 
he was very dirty, cluttering his room and the house with junk, and 
failing to keep himself clean. His father, who ruled the house des- 
potically until his death, was a miserly person who neglected the 
interior of the house, but overextended himself in buying many 
showy exteriors, such as a modern barn and prize cattle. When his 
wife died, one of his daughters cooked for the family, and he 
forced her to continue to do so even after she married. When she 
tried to break away he petulantly refused to buy food or hire a 
cook, and on two occasions had to be hospitalized for malnutrition. 

Although Michael had been ill-tempered and odd for years, his 
difficulties multiplied about one year before his hospitalization, 
when his father died without leaving a will. By this time the sib- 
lings had married and moved away from the farm. The initial plan 
among them—and to which Michael agreed—was to keep the 
farm intact and under his direction, with a profit-sharing plan to 
be worked out. He neglected to attend the first joint meeting, at 
which the details of the profit sharing were to be worked out, but 
said he would agree to whatever was decided. His siblings agreed 
that they would assume the several thousand dollars debt which 
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beset the farm, so that Michael could begin with a clean slate, and 
that he would be given a portion of the profits as salary before 
profit sharing would begin. Despite this seemingly favorable ar- 
rangement Michael couldn’t keep up with the responsibilities of the 
farm, and it began to deteriorate. The director of the local humane 
society had many occasions to visit the farm to investigate com- 
plaints that the animals were being neglected. On one occasion he 
found the barn despicably filthy and two prize cows dead of starva- 
tion. Another time he discovered that none of the cows had been 
milked for several days. Once a prize bull was allowed to wander 
away, and was eventually located on a public road where it consti- 
tuted a public menace. As his mismanagement became increasingly 
evident, Michael became increasingly belligerent, refusing to an- 
swer any questions about the farm, and eventually accusing his sib- 
lings of persecuting him. At this point each side hired a lawyer to 
Teach a settlement, and the farm was divided between the children, 
with Michael retaining the house, barn, and sufficient land to 
maintain the farm. Although his lawyer felt that this settlement was 
quite favorable to him, Michael himself insisted later that he had 
been cheated. He refused to accept the division of the farm and 
tefused to recognize the rights of the person who bought his sib- 
lings’ share of the land, accusing him of trespassing. When Michael 
attempted physically to prevent this person from taking possession 


of the land, the authorities were called in and Michael was involun- 
tarily hospitalized. 


Michael was released on convale: 


Scent care, and A di- 
ately began to make 9 almost imme 
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plained how others had cheated him. He was finally released in 
the custody of an uncle, who was to help him manage the farm. 


Rose D. was born in the southwest, of moderately well-to-do 
parents. Her father was an accountant who left a thriving practice 
in the midwest and moved because Rose’s mother wanted to live 
near her own family. A scrupulously honest and bright man, he 
quickly reestablished himself and was a very good provider. Rose 
was closer to her father than was anyone else in the family, al- 
though she described him as a reserved man. She would have to 
seek him out to spend time with him. He conveyed to her his feel- 
ings of resentment over the fact that he spent his nonworking hours 
trying to help others, but received little thanks from anyone for his 
efforts. His casual dress and indifferent manner irritated Rose’s 
mother, who felt that he was unnecessarily sloppy. The mother was 
a college graduate and a beautiful woman who, in Rose’s father, 
had for the second time married a man much older than herself. 
She was a frequent churchgoer and attempted to impose her re- 
ligious fervor upon the other members of the family. In every way 
she was the dominant figure in the household. Rose’s only sibling 
was an older brother with whom she was very friendly. 

Rose was a good student in high school, where she continued un- 
til graduation, and where she enjoyed moderate popularity with her 
fellow students. After leaving high school she ignored her mother’s 
request to go to college, and began to work as a secretary. Very 
shortly thereafter she married a local boy who attracted her be- 
cause he was very popular and an excellent dancer, although he 
was also improvident and a reckless gambler. Rose’s mother dis- 
approved of the marriage, and after eight months convinced the 
couple that Rose should go to college, and if, after four years, they 
still wanted to, they could remain married. Rose went to business 
school with a close friend, instead of college, again flaunting her 
mother’s wishes, but divorced her husband because he was so will- 
ing to give her up. 

Ten years ago, after completing business school, Rose met and 
Married a soldier who was in a training camp near her home— 
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again against her mother’s wishes—and after two months of mar- 
tiage he went overseas. Rose became suspicious of him when he 
did not write to her at all during his year in the south Pacific and 
then returned to his midwestern home without attempting to con- 
tact her. She decided to take the initiative, and moved in with her 
in-laws. The couple remained together since then and had one 
child. 

Shortly after her arrival she began to get telephone calls from a 
woman saying that her husband was out nightclubbing with other 
women. Since her husband was usually at home when these calls 
arrived, she was able to disregard them as a practical joke. Her 
husband, Tom, suspected that they were from a former girlfriend 
who was still in love with him and wanted to break up the mar- 
tiage. Tom also had his suspicions about Rose and corresponded 
with a former neighbor of hers, offering him a bribe to tell him 
about her activities while he was overseas. Through this means he 
discovered that she had been to an army post dance and had danced 
with several men, but she said this was only a single episode, forced 
upon her by her mother, and nothing other than dancing occurred. 
Tom was not totally satisfied by this explanation and frequently 
told her, “If you’re cheating, I will eventually catch you, don’t 
worry.” 

Rose’s suspicions were aroused, in turn, when she found a letter 
in Tom’s pocket from a girl in Australia saying that he was the fa- 
ther of her child. When confronted with this letter 
mitted to having lived with the 
haved that way overseas. 

After moving to Tom’s home town 
friends. She explained this b 


» he proudly ad- 
girl, claiming that everybody be- 


Rose did not make any 
y saying that the people were all very 
unlike people in the southwest, and she was uncomfortable with 
them. Tom claimed that the reason for her lack of friends was her 
Suspicious approach to people. 

_ She Occasionally gave in to her Suspicions and directly accused 
him of infidelity, which he always denied, However, he apparently 


suspicion by pointing out pretty girls on the street 
and telling her, “I wouldn’t mind taking her out.” A lawyer, he 
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shared an office with his brother, who was also an attorney, and 
often told Rose about his attractive female clients. There was a 
progressive increase in her accusations during the years before her 
eventual treatment. 

One year before she sought psychiatric help Rose became 
friendly with her brother-in-law’s secretary, and spent a good deal 
of time speaking with her. Her husband reprimanded her for this, 
claiming that the secretary was being paid to do a job, and Rose 
was interfering with her ability to discharge her obligations. When 
Rose then began to snub the secretary, Tom said that she was being 
impolite. Rose hated the secretary thereafter, and at that time ac- 
cused Tom of flitting away his time with her and of being late to 
lunch in order to spend more time with her. She also accused the 
secretary of lolling around the office and posing for the men. A 
neighbor told Rose that she thought that Rose’s brother-in-law 
would leave his wife and children to run away with the secretary, 
and Rose confronted him with this. After that he had very little to 
do with her. 

Rose’s ideas at the time of her psychiatric examination—which 
dated approximately from the series of incidents with the secretary 
—involved her husband, her brother-in-law, the secretary, a bach- 
elor friend of her brother-in-law, and several unspecified other 
women. She thought that this group was meeting in the bachelor’s 
apartment for cocktail parties and immoral activities. The bachelor 
Originally aroused her suspicion by putting a rug in his apartment 
which she thought did not match the decor, and which she felt was 
being used solely to muffle footsteps. When he put a muffling device 
on his telephone, she felt certain that this was done to prevent any- 
one from knowing when he was receiving phone calls. Rose felt 
that the secretary wore clothing which was at the same time too 
expensive for her salary and too informal for her job. She also felt 
that in doing such things as asking Tom for change for bus fare, the 
secretary was being unproperly familiar. 

On occasions when Tom went to his office at night in order to 
work, Rose insisted on going with him, suspecting that he other- 
Wise would go to the bachelor’s apartment. Recently she had been 
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spending a great deal of time in Tom’s office in order to watch 
him, and the remainder of her time was spent sitting by the win- 
dow, watching for the arrival and departure of the bachelor’s car. 
She insisted on accompanying Tom wherever he went, and if he 
left to visit his family at night she would rouse their sleeping child 
in order to accompany him. During this period her housework was 
neglected, so that her time could be spent observing her husband. 
As her fears mounted, Rose would, at times, confront Tom with 
her suspicions in his office, within earshot of clients, causing him a 
great deal of embarrassment. She believed that Tom and the secre- 
tary were disturbed by her presence in the office, and that they de- 
veloped a system of signals to get around this. When Tom opened 
a certain desk drawer, Rose felt, he was signaling to the secretary 
to come to him so that he could tell her something. Rose also felt 
that when the secretary saw Rose coming she made a noise, such 
as a shuffling of her feet, to warn Tom. Finally, Rose suspected that 
Tom was saving money so that he could leave her. 

At home Tom was described as a very domineering person who 
insisted on being the boss and on being waited on. He wished that 
she would terminate their marriage, but felt no responsibility for 
their difficulties and refused to initiate any action in order to re- 
solve the difficulty. Rose was unwilling to seek a divorce because of 
their child, and also because that would involve an admission that 
her mother was right about Tom. Rose appeared to be a generally 
relaxed woman, neat in her dress and manner, and reasonably 
content with life, except for her frequent battles at home. She de- 
nied being openly suspicious of anything apart from her husband 
and his relationships. 

Under Tom’s insistence, Rose sought psychiatric help, and is 
currently being seen in psychotherapy by a private psychiatrist. 


Barbara S., a forty-two-year-old married mother of three, was 
admitted to a private psychiatric clinic on the referral of her psy- 
chiatrist. She had been living with her family in a privately owned 


house in a middle-class residential district of a small middle At- 
lantic community. 
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Barbara was the older of two girls born to a middle-class couple. 
Her father, although a strict disciplinarian, was described as a 
very happy and affectionate man, and Barbara felt she was always 
very close to him. Her mother was a blunt, frank woman, who 
tended to be critical of others and who seemed very vigorous and 
efficient herself in dealing with problems. Although Barbara was not 
very close to her mother during her childhood, their relationship 
increased in warmth as Barbara grew older. Barbara was always 
jealous of her younger sister, and their relationship was always a 
very competitive one in which Barbara actually felt inferior. Bar- 
bara was a very lively child at home, and tended to be tomboyish in 
her activities, although she was timid with people she didn’t 
know very well. She was a very good student who was graduated 
from high school, and then completed training as a technician in a 
medical laboratory. She married her childhood sweetheart, and 
they had three children and what was described as a successful 
marriage. Nevertheless, their sexual adjustment had been difficult. 
Early in the marriage it was very poor, due to the failure of her hus- 
band, but improved after one year. It became a great cause for 
concern shortly before Barbara’s hospitalization. 

Four years before her admission Barbara’s uncle died. He had 
lived with her family, and for a short time she was disconsolate. 
Quite soon after this her husband suggested that they decrease 
their frequency of sexual intercourse from once a week to once a 
month, and she perceived this as a rejection. Soon afterward she 
became pregnant, and her pregnancy and delivery were far more 
comfortable and uneventful than had been the case with either of 
her other children. During her pregnancy she had several sexual 
fantasies about her obstetrician, and shortly after the delivery, 
while speaking to him on the phone, inadvertently asked him to 
date her. He expressed great shock, and she was very embarrassed 
and hurriedly apologized. However, while speaking to him, she 
heard a voice siniilar to her own telling her not to apologize. Later 
this voice told her. “But he was demonstrative,” an ambiguous 
Statement with no apparent referent. 

Two years prior to her admission, shortly after changing doctors, 


ky si 


116 PATTERNS OF PSYCHOPATHOLOGY 


Barbara began to suffer a gynecological disorder which required 
hospitalization and minor surgery. The operation was successful, 
but she told her husband that she was extremely suspicious of the 
doctor and his assistant, who happened to live in their neighbor- 
hood. She had vague feelings that they had harmed her, and thought 
that while under anesthesia she had been asked personal questions. 

One year before hospitalization Barbara suddenly hired a lawyer, 
and asked him to look into this incident, giving him permission to 
look into the hospital records. When nothing extraordinary was 
found she became convinced that the damaging evidence had been 
destroyed. At this point she was referred to a physician who gave 
her reassurance and a placebo, and after a period of some improve- 
ment, referred her to a psychiatrist. She was advised to take an ex- 
tended vacation, and did so, returning relaxed and feeling much 
improved. However, upon her return she began to feel increasingly 
tense and her suspicions again began to increase. Her husband told 
her that if she didn’t change she would have to go to a mental hos- 
pital, and she showed a slight improvement, but then relapsed 
again. When drug therapy failed to help she was referred to a psy- 
chiatric clinic. There she made a good adjustment and, with the aid 
of drug therapy, was soon released to the care of a private psychi- 
atrist. 

One year after this treatment she attempted to reinstate legal pro- 
ceedings against her first obstetrician and her most recent doctor 
for harming her, and against the neighbor-assistant for spreading 
facts about her sexual history. When she began to spend money 
wildly, in anticipation of the $250,000 she was to collect from the 
suits, she was rehospitalized. Barbara was again placed on drug 


therapy, with the result that her symptoms abated and she was 
once more discharged. 


Clara M., a seventy-four-yeat-old widowed woman, was com. 
aan : : ? a 

mitted to a state institution in a medium-sized midwestern city by, 
the police. At the same time her daughter, Matilda M., a jotta 
a A 


three-year-old single woman, was also committed. The two had 
been living alone together in a modest house, 
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Clara was born in a rural environment, the third of five children. 
Her father, a hard-working farmer, tended to be quick tempered 
with the children, and had little time for them. Her mother was 
more good-natured; she would spend time with the children, and 
was affectionate toward them. Clara generally got along well with 
her siblings, but was given to temper tantrums when frustrated, 
and was known as a “tattletale” because she would go to her par- 
ents with reports about the other children. She was a good student 
in school, but left after the eighth grade in order to be able to help 
with the chores. She continued to work around home until she was 
twenty-nine, when she married a local boy and moved with him 
to a nearby city. They had one child, the daughter Matilda, to 
whom Clara was devoted. The marriage was an unsuccessful one, 
primarily because Clara was highly argumentative and proved 
to be a disagreeable companion. She was a slow-moving and moody 
homebody who rarely would socialize with anyone. While she 
could be kindhearted at times—usually to Matilda—she was gen- 
erally not affectionate. After twenty-one quarrel-filled years, the 
marriage ended abruptly when Clara’s husband was killed in an 
accident. 

After her husband’s death, Clara worked at a secretarial job in 
a local factory for seventeen years, and was an efficient, albeit 
lackluster, worker. About four years prior to her hospitalization, 
she began to indulge in some eccentric behavior at the office. She 
would pile paper on her desk so that she could hide behind it while 
working. Although she lived around the corner from the office she 
was chronically late for work, and at times neglected office work 
to do typing for her church. She became very argumentative with 
her superiors, and as a result, was transferred from department to 
department. Finally, despite a long and reasonably adequate work 
record, she was fired. After that Clara remained at home, depend- 
ing on Matilda’s income for their support. 

Two weeks before her hospitalization, Clara was involved in an 
incident with two neighborhood boys. She accused them of leaving 
rubbish in front of her house, and ordered them to clean it up. 
While they were sweeping, she shook one of them to hurry him 
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along. He went home and complained to his mother. When the 
mother came to the house, Clara struck her with a broom. Matilda 
then came out of the house and joined in beating the woman. When 
the police arrived, the woman, who had received only superficial 
cuts, was taken home. However Clara complained that she had 
been hurt, and remained prone on the grass for over an hour until 
a doctor arrived, examined her, and found no injury. Clara con- 
tinued to insist that she be taken to the hospital, but refused to be 


taken by ambulance, preferring to be driven by Matilda. At the hos- 
pital further examination was undertaken, 


but no injury was 
found. 


On the day of hospitalization, a visit was made to Clara’s house 
by a city health officer and his assistant at the request of the fire 
chief, because she had refused to allow the fire department to in- 
spect the premises as a potential fire hazard. Matilda answered the 


door, but refused to open it, and asked the men to leave. She told 
the men that they had only come because 


of the neighbors, and fur- 
thermore that her mother was sick and dying, and they were pre- 
paring to go to the hospital. When the men insisted that they be ad- 
mitted, she stated that she wanted to speak to her pastor. She called 
the pastor, and the health officer called a policeman, who immedi- 
ately recognized the house as the scene of Previous disturbances 
The pastor was admitted to the house and spoke to the women a 
about fifteen minutes; but refused to 


i disclose the content 
talk or help the men attain entry. Th ents of the 


e policeman then called hi 
. . 3 
superior officer, who confirmed their right of entry, and ordered the 


accident division te the scene in case forcible entry became nE 
sary. Matilda continued to bar the door, tebuking many compromise 
offers by the officer. She continued to accuse them of being aeie 
with the neighbors, and admonished that if they persisted ma 
would kill a sick woman. She finally agreed to admit the health wee 
cer to the porch, but when she opened the door to him th 

entered, overcoming her resistance. At this point Clara appeared 
for the first time, and both women blocked the entrance of the men 
into the house. Clara’s story was a duplicate of her dau 


í : shter’s, ang 
all questions were answered by a tirade against the neighbor. Fi- 


e others all 
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nally, an ambulance was called, and despite their resistance, both 
women were taken to the local state hospital and committed. Sub- 
sequent investigation of the house revealed that very unsanitary 
conditions prevailed, and a fire hazard existed. 

At the admission interview Clara was cooperative and seemed to 
be very relaxed. While she did tend toward hyperactivity and spoke 
very rapidly, she appeared to be well poised. She said that she was 
forced to come to the hospital because her neighbors conspired 
against her. She explained the previous incident with the neighbor- 
hood children by saying that they had deliberately littered her walk 
and called her and her daughter names. When she handed them a 
broom to clean up with, they, she claimed, hit her with it. She fur- 
ther claimed that the mother who was inyolved in the altercation 
struck her first, and that she very nearly inflicted a permanent 
eye injury on her daughter, who wore glasses. She added that the 
woman knocked her down so violently that it was comparable to a 
fall from fifteen feet on a ladder, and she still wondered why she 
wasn’t broken into little pieces. Both Clara and Matilda claimed 
that their neighbors had been persecuting them by throwing trash 
in their yard, putting broken glass in their driveway, and bringing 
dogs into their yard so that they could “make a mess.” They both 
claimed that the neighbors’ children had been incited to call them 
Names and to throw things at them. When not speaking about the 
neighbors, Clara’s sensorium was clear, her affective expression 
was appropriate, and her personality seemed to be well preserved. 

On the ward Clara was quiet and seclusive, and would speak 
Spontaneously only to her daughter. She adjusted well to ward rou- 
tine, and although she retained her feelings about the neighbors, 
those ideas did not radiate into other areas. After a month in the 
hospital both Clara and Matilda were released for a trial conva- 
lescence. 


Discussion 


In each of these cases the primary symptom was a rather well- 
directed, systematized delusion. In two of these cases, those of 
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Rose D. and Clara M., there seemed to be a series of actual in- 
cidents which provided provocation for the symptoms, although, of 
course, each patient exceeded realistic bounds in the intensity of 
their suspicions. In the case of Rose D. the phone calls, the letter 
from the Australian girl, and her husband’s unfeeling and provoca- 
tive remarks gave her some objective cause for concern, but this 
soon became disproportionate to the evidence. Likewise, Clara M. 
and her daughter apparently did not get on well with their neigh- 
bors—a situation which was partly their own making—but their 
persecutory apprehensions certainly seemed inordinate. In both 
cases the patients were able to maintain themselves, albeit neither 
was outgoing or particularly happy and productive. Rose D. never 
required hospitalization and Clara M. would undoubtedly never 
have been hospitalized if she hadn’t created a neighborhood disturb- 
ance. Often paranoiacs will remain outside of treatment unless their 
delusion provokes some legal action against them, because they can 
function relatively unimpaired in all other areas. Both of these pa- 
tients were seen as closer to the paranoiac extreme of the hypothet- 
ical continuum which was proposed earlier than to the paranoid 
schizophrenic extreme or, for that matter, to the continuum mid- 
point. As such, they were thought to suffer from paranoia. 
Parenthetically, it is appropriate that some mention be made of 
the case of Matilda M., Clara M.’s daughter. Although not a prime 
focus of concern here, her case illustrates a type occasionally en- 
countered in paranoid disorders. She, through her intimate associa- 
tion with her mother over the years, apparently accepted many of 
her mother’s paranoid delusions. This form of a communicated psy- 
chosis has been called folie à deux, and it almost always involves 
paranoid delusions. It most frequently occurs in a pair in which 


one member is dominant and the other submissive, so that, when 
this dual psychosis is seen. 


daughter. Apparently the ill 
imposed on the weaker pe 
accept them as her own. T 
were seclusive people ha 


» it often involves a mother and her 
-founded convictions of Clara M. were 
tsonality of Matilda M., who grew to 
he fact that both mother and daughter 
ving few friends or interests outside 
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their home, and sharing a common background, provided fertile 
ground for the development of such a disorder. 

: Michael E. and Barbara S. seemed to have a weaker founda- 
tion for the delusional thoughts which they developed than did 
Rose D. and Clara M. In addition, and more important, the be- 
havior of both seemed much more disorganized than that of the 
previous two cases. Michael E. was obviously not capable of man- 
aging his farm and blindly obstinate about recognizing his limita- 
tions. His activities to expose the humane society indicated also 
that the delusions which started out to include only his family had 
begun to encompass other elements of society. The same trend was 
to be seen in Barbara S. Starting with some poorly founded sus- 
picions of one doctor’s intentions toward her, these spread in the 
form of delusions to another doctor, his assistant, and eventually to 
those having access to her hospital records. Behaviorally, she mani- 
fested rather poor judgment in several instances, culminating in a 
spending spree which resulted in her hospitalization. The litigious 
propensities she displayed are, incidentally, commonly found 
among paranoid patients, who often make nuisances of themselves 
by appealing to the courts for help in righting the imagined wrongs 
done them. There is also a hint that when she “propositioned” her 
first obstetrician, she may have suffered auditory hallucinations. 
Both Michael E. and Barbara S. were diagnosed as suffering from 
a paranoid state. 

There are features in some of these c 
to wonder whether they might not more properly be diagnosed in 
some other category. This doubt helps one to understand the 
doubts mentioned earlier by Cameron regarding the status of par- 
anoid reactions as a separate diagnostic entity. One of the more 
prominent of these features was the time of onset of the disorder in 
Barbara S. and the apparent precipitating stress- In her forties she 
suffered first the death of a close relative, and then a sexual rebuff 
from her husband. These events occurred as she entered the involu- 
tional period and were followed first by her pregnancy and then a 
clumsy attempt at gaining some assurance of her desirability as a 


ases which give one pause 
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woman by approaching her obstetrician. These factors and the later 
projection of her illicit desires all suggest the possibility of an invo- 
lutional psychosis. Michael E.’s retreat from life, after having 
shown not inconsiderable progress intellectually and socially while 
in high school, his generally strange manner, and his almost com- 
plete inability to shoulder responsibility once his father died, all 
Suggest the possibility of a malignant schizophrenic process of either 
the simple or undifferentiated type. While neither Rose D. nor Clara 
M. presented so strong a trend toward some definite disorder other 
than a paranoid reaction, each had occasion to display behavior 
that was so strange as to resemble a schizophrenic-like pattern. 


- 3 i ee? eee ee ree. a a aA ey E ae 


is Psychophysiologic Autonomic 
and Visceral Disorders 


PsYCHOPHYSIOLOGIC AUTONOMIC AND VISCERAL 
more commonly and more easily labeled “psychosomatic disor- 
ders.” It should be made clear, however, in labeling these reactions 
as such, that reference is made to the traditional meaning of the 
term psychosomatic which has itself undergone considerable broad- 
ening in recent years (Lidz, 1959). According to this traditional 
view emotional difficulties lie at the root of physical diseases. Thus, 
while an emotional problem, and its attendant anxiety, may not be 
felt consciously, it does seem to reach expression through the mech- 
anism of the development of physiologic symptoms. Thus, even 
though there is an absence of a great deal of consciously felt anx- 
iety, the individual may be reacting physiologically with expres- 
sions of anxiety, and these prolonged reactions may eventuate in 
structural changes to the organ through which they are expressed. 
In delineating those organs susceptible to the development of psy- 
chosomatic ills, Noyes and Kolb (1958) specify “the organs of in- 
ternal economy, of instinctual function and of the body image as a 
whole.” Hence the involvement of those organs and that part of the 
central nervous system which serve the function of communication 
with the external world are excluded. Such systems include those 
involved in sensory and perceptual functions, speech, orientation 
in space and time, and various others which are under voluntary 
control. 
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The primary reason for the distinction between those organ sys- 
tems likely to be involved in psychosomatic disturbances and those 
which are not stems from the fact that physical symptoms play a 
central role in other disorders, most notably the conversion reac- 
tion, a psychoneurotic disorder. The psychosomatic disorders are 
often discriminated from conversions and other neurotic disturb- 
ances on the basis of the following two factors: in psychosomatic re- 
actions the symptoms have a physiological basis and, not infre- 
quently, there is an organic structural change which may threaten 
life; the organs and viscera which are innervated by the autonomic 
nervous system and hence are not under voluntary control are in- 
volved in psychosomatic reactions. 

The American Psychiatric Association Diagnostic and Statistical 
Manual (1952) lists the following ten groups of organ systems 
which may be affected by psychosomatic disorders: skin, musculo- 
skeletal, respiratory, cardiovascular, hemic and lymphatic, gastro- 
intestinal, genitourinary, endocrine, the nervous system, and organs 
of special sense. Because of space limitations examples cannot 
be included to illustrate each, Instead, the six cases which fol- 
low were selected to demonstrate a few of the more common of 
these types of psychophysiological reactions. 


CASE STUDIES 


Salvatore L., a twenty-eight-year-old father of six children was 
referred to a community clinic by a welfare agency social worker as 
potentially dangerous. Although he had previously worked steadily 
for six years as a florist, he was currently unemployed, and his fam- 
ily was receiving public assistance. He had never before been 
treated psychiatrically. 

The behavior in question, which had its beginning about two 
years prior, was an explosive tendency to lose self-control and 
shout and scream, usually while at home. In addition he had on 
occasion struck his children and his wife after only minor provoca- 
tion. The onset of this violent demeanor had been accompanied by 
another—and to Salvatore, at least—equally disturbing symptom, 
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a feeling of pressure in the chest and a difficulty in breathing, par- 
ticularly in damp weather and at night. A clinic internist had di- 
agnosed this as an asthmatic condition and prescribed medication 
for it, Nevertheless, Salvatore was forced to give up his trade as a 
florist, since it was suspected that allergic reactions to some flowers 
worsened his condition. Following this he attempted other jobs 
which involved considerable physical effort and, when his symp- 
toms intensified, he was forced to leave those. During the year pre- 
ceding his psychiatric referral, he had not worked at all and on two 
occasions had to be hospitalized because of asthmatic attacks. 

Salvatore was the youngest in a family of six children born to 
lower-class immigrant parents. He was able to recall that as a 
youngster he held a favored position in the family, being doted on 
by both his mother and his two oldest sisters, upon whom he looked 
as surrogate mothers. His father was pictured as a hard-working, 
silent man who was employed as a laborer much of his life. He 
had little to do with his own children and seemed emotionally close 
only to Salvatore’s mother. Salvatore recalled his past as having 
been quite happy up to the time of his mother’s death, when he 
was in his third year in high school. By that time his older sisters 
were married and he felt very much alone. He completed high 
school, and soon after he went to work as a florist he met the 
woman he was to marry. She was three years older than he and 
after an engagement of about one year they were married. He was 
twenty at the time. It was not a very happy union, particularly for 
the few years prior to his application for treatment. Salvatore was 
most troubled by the fact that they had as many children as they 
did. Although a Catholic, he preferred to limit the size of his fam- 
ily; however, his wife would not accept any birth-control measures 
which were unsanctioned by the Church. 

Salvatore dated the onset of his symptoms to about the time his 
fourth child was born. There followed a marked intensification of 
the asthmatic condition after the birth of the fifth child. When he 
was interviewed, Salvatore seemed tense and anxious. He de- 
scribed some difficulty, involving primarily much trouble getting to 
sleep; although his appetite was described as poor, he had suffered 
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no weight loss. He seemed to feel that his problems might be solved 
simply if his wife could be convinced to cooperate in practicing 
birth control. Since he manifested little interest at the time in ac- 
cepting personal psychotherapy, he was advised of the services of- 
fered by the clinic and invited to return should he decide he himself 
needed help. Subsequent contacts with his wife revealed that they 
ultimately underwent a period of separation climaxed by a suicidal 
gesture on Salvatore’s part. This act was seen as a transparent at- 


tempt to enlist his wife’s sympathy and to force a reconciliation on 
his own terms. 


Sarah A., a forty-eight-year-old mother of two grown daughters 
applied to a New York neurologist for treatment. She was referred 
by her family doctor, who had been treating her for severe recurrent 
headaches for several years. Sarah lived with her husband in a 
small apartment—their children having married—and she worked 
part-time as a clerk in one of the small neighborhood stores. 

Sarah, the youngest of two children, lost her mother in an ac- 
cident when she was only four. For the next four years until her 
father remarried she moved about quite a bit, staying with differ- 
ent relatives in various towns in western Massachusetts. When she 
was eight she moved back with her father and new stepmother. The 
latter was a rather self-centered person who resented the presence 
of her husband’s children in the home and did little to disguise this 
feeling. Sarah reacted by conforming as best she could and going 
out of her way to avoid upsetting her stepmother, Deprived of 
warmth and understanding at home she became absorbed in her 
schoolwork and was an excellent student. After being graduated 
from high school, however, it was necessary that she once more 
put aside personal satisfactions in the form of further education, 
since her father was ailing and what she could earn working was 
needed in the family. Her social life was also restricted because of 
the need to attend to her father. At twenty-three she met her hus- 
band. He ran a small grain business which failed soon after their 
marriage. They then moved to New York, where he eventually ac- 
quired a civil service job with the city. 
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Sarah’s primary symptom, headache, dated back to her early 
pests as a schoolgirl. These headaches were described as begin- 
ning at a point over the left eye and gradually radiating over the 
head and down into the neck. Occasionally the tension and aching 
descended to the shoulders. Despite this recurrent symptom, her ap- 
petite had been good and she managed to sleep well. As the fre- 
quency and intensity of her complaint increased, Sarah became 


markedly incapacitated. Changes in the pattern of her symptoms 


Seemed to accompany various situational difficulties she was ex- 
ts as leaving a part-time job 


Periencing. These involved such inciden! 

where she was being grossly underpaid and overworked, while 
other workers with less responsibility asked for and received salary 
Teadjustments, and having to work very hard arranging a women’s 
club affair because her fellow committee members failed to do 
work assigned to them. She was also distressed over her relations 
with a new neighbor who was extremely outspoken and prying. In 
all such situations Sarah was unable to express her feelings, and 
was only dimly aware that she was angry- She would restrain her- 


self, and shortly thereafter would come to feel an ache flowing 


down from the top of her head into her neck and shoulders, but 
e the restraint with the ensuing 


could only vaguely if at all associat 

headache. This symptom was sO debilitating when it occurred that 
it caused her to withdraw from activities which would force her to 
leave her home, for fear she would be taken by a headache. This 
led to an increased feeling of depression and helplessness. 

_ When she was first interviewed she appeared to be angry but in- 
Sistently denied that this was 50- Her anger seemed to mount at 
the suggestion that emotional causes might lie at the root of her 
disorder. For much of the session she vented strong feelings of re- 
sentment without giving the interviewer an opportunity to structure 
or direct the trend of her discussion. 

i Sarah was referred to a psychiatrist 
interviews which tended to follow the sam 
agnostic interview described. Much anget poured forth and all ef- 
forts to explore its source were resisted. She tended to respond best 
to reassurance and a directive approach aimed at environmental 


for a short series of therapy 
e pattern set in the di- 
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readjustments. When she was able to accomplish these with the 
support of her therapist, her headaches subsided and, although 
they had not ceased entirely, treatment was terminated. 


Marjorie A., a twenty-seven-year-old unmarried woman, applied 
for the first time for treatment in a community outpatient clinic. 
She had for the past two years been living in a small apartment of 
her own in a medium-sized city in the southeast. She was the only 
child of a western Maryland couple who separated when she was 
in her infancy, and Marjorie saw her father only on rare occasions. 
Her mother operated a small business to support Marjorie and her- 
self and was thus not readily available as a companion to a grow- 
ing child. Her closest friend during the grade-school years was a 
male cousin who lived nearby, and with him she shared masculine 
interests and pursuits. In high school she preferred scientific and 
technical courses, and in college she elected mechanical engineer- 
ing as her major. She attended the state university and was gradu- 
ated with honors. After working for an engineering firm for two 
years she accepted a position on the faculty of a small technical 
school in the southeast. Because she had some difficulty dealing with 
large, predominantly male, classes she gave up this job after three 
years and took her most recent position in the research 
ment of an industrial firm. 

For several years she had devoted herself to her work, to the ex- 
clusion of any social life. However, for the four 
application for treatment, she had been seein: 
larly, and felt that she had developed a closer 
than she ever had with any other person. Alt 
felt guilty and inhibited over sexual matters, 
for two and one-half years she began havin 
This was a source of both satisfaction and m 

The symptom which brought her to the c 
imately when she began seeing her boyfriend, It Consisted of a rash 
which was apt to erupt on any part of her body, but particularly on 
her arms and face. During the eighteen months prior to her coming 


depart- 


years prior to her 
5 a young man regu- 
relationship with him 
hough she had always 
after seeing this beau 
§ an affair with him. 
uch uneasiness for her. 
linic appeared approx- 


Psychophysiologic Autonomic and Visceral Disorders 129 


to the clinic it had begun appearing more frequently. She was Un- 
der the care of a dermatologist for this condition but found that, 
despite this, whenever she felt that she was under pressure her 
symptoms intensified. Along with this she noticed that her appe- 
tite had diminished during the past year and that she had become 
somewhat underweight. 

It was recommended that Marjorie be seen in psychotherapy 
for this disorder. It was felt that there was an important connec- 
tion between her relationship with her boyfriend and the symptoms 
which might profitably be explored. At the present time she is still 
being seen in outpatient treatment. 


Alfred N., a forty-four-year-old father of one daughter, applied 
for treatment to the psychiatrist in the industrial plant where he 
was an office worker. He had in the past seen several different psy- 
chiatrists as well as other specialists in connection with a variety of 


complaints. 
f three children and was born seventeen 


Alfred was the second 0 
years after his oldest sister. His youngest sister was a year younger 
ts who were elderly. The fa- 


than he, and both were born to paren 
ther was a shadowy figure in Alfred’s life. He suffered various 
physical ills including ulcers and drank excessively, giving little at- 
tention to his children. Alfred’s mother was an overprotective per- 
son who babied him and upon whom he was encouraged to de- 
pend. He lived with her as long as she was alive and married only 
shortly after her death, when he was thirty-five. After being gradu- 
ated from high school Alfred became an office boy with a law firm, 
and successively a clerical worker for an insurance company, a 
bookkeeper for a small hardware business, and finally an as- 
sistant in the personnel department of a large industrial concern. 
His erratic job history was largely a function of his uneasiness over 
relations with fellow workers, particularly bosses. After a time ona 
given job he tended to begin feeling that he was disliked and that as 
a result he was being mistreated. This would cause him to worry 
and perhaps even become angry. The latter feeling was particu- 
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larly bothersome, since he could only express it through passive 
means. Characterologically, Alfred described himself as a person 
whose generally anxious feeling dated back to his earliest years, 
when his sleep was frequently troubled by nightmares. From his 
earliest years he had also been beset by various somatic ‘concerns 
which attracted the attention of his mother and several physicians. 
Three months after his mother’s death Alfred entered into a very 
unhappy and chaotic marriage. During nine years of marriage Al- 
fred suffered a series of depressive episodes which required three 
periods of hospitalization. His wife was repeatedly hospitalized for 
psychotic depressive episodes, and they were separated on two dif- 
ferent occasions. 

His presenting complaint had to do with the recent drastic in- 
tensification of an epigastric disorder from which he had suffered 
much of his life. He related that as long as he could remember he 
had suffered frequent bouts of indigestion, abdominal distention 
and pain, and even a burning sensation. It is of some significance 
that shortly after his marriage, nine years before, these symptoms 
Were exacerbated and a peptic ulcer was diagnosed. He had had 
both medical and psychiatric treatment for this condition, and, until 
recently when he was faced with the prospect of taking a series of 
examinations for a job promotion, he had been able to control this 
symptom reasonably well. 

Alfred related his problem easily and spoke frankly about his 
interpersonal relationships. He focused particularly on his prob- 
lems at work but admitted that his marriage was not Satisfying. His 
appeal for help took the form largely of placing himself in the 
hands of the doctor, who was expected to produce a cure. 

His essentially passive-dependent character structu; 
many unprofitable past experiences with psychiatrii 
militated against attempting any long- 
aimed at personality reconstruction. It 
he would be seen as needed for support 
symptoms were particularly intense. D 
followed Alfred returned innumerable 
atric service. 


re and his 
c treatment 
term course of treatment 
was therefore decided that 
during those times when his 
uring the nine years which 
times to the plant psychi- 
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Carmen B., a thirty-eight-year-old widow, was admitted to a 
general hospital in a medium-sized New England city by her fam- 
ily physician. There she was seen by a psychiatric consultant in 
connection with a stomach disorder and an extended grief reaction 
that she had been experiencing since her husband’s death about 
eighteen months before. 

Carmen was the second of six children born to a lower middle 
class family in the city where she still lived. Her father worked for 
years as a foreman in a local shoe factory. He was described as an 
upright, God-fearing man who insisted that the family attend church 
Tegularly and was consciously concerned about instilling a good 
family feeling in his children. Despite his occasional rigidity in cer- 
tain matters, he was warmer and often more lenient than Carmen’s 
mother. The latter was described as a hard-working person who 
maintained a smooth-running household. She did so by imposing a 
great deal of regimentation on the children, and this made it diffi- 
cult for them to turn to her for affection. Nonetheless, Carmen de- 


fended this trait of her mother, insisting that it was the only proper 


course to follow under the circumstances. She was critical of mod- 
s and responsibilities on their 


ern mothers who fail to impose limit 
children. In further discussing her childhood Carmen was able to 
offer many facts, but could tell little of the way she felt about her 
early life and the people around her. She did point out with pride 
that she was always encouraged to be independent, work hard, and 
to follow a strict moral code. 
Carmen’s schooling, at which she did an adequate job, ended in 
her second year of high school, when she was sixteen. At that time 
she felt compelled to take a job as a factory worker to help im- 
prove the financial state of the family. She remained employed in 
assembly-type work until her hospitalization. When she was twenty- 
four, Carmen married a young man she had known since child- 
hood. His work as a long-distance mover resulted in frequent sepa- 
rations for them but she, nonetheless, characterized their life 
together as a very happy one. Her relatives indicated that the couple 
never had children because Carmen feared pregnancy- Further- 
more, they described Carmen’s husband as a man who was thor- ` 
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oughly devoted to her and who tried to gratify her every whim. She, 
for her part, did her best to make a comfortable home for him and 
was regarded as a good cook and housekeeper. They had few 
friends or interests apart from occasional activities shared with 
other members of their respective families. 

This placid existence was disrupted for Carmen when her hus- 
band was killed in a highway accident while working. Carmen’s 
grief reaction to this tragedy was at first delayed until she found it 
necessary to resume the threads of her earlier existence. It was 
then that she found it impossible to return to her own apartment 
and her old job. She became so despondent at this time that she ac- 
cepted a younger sister’s invitation to move in with her family and 
lived with them for nearly a year before her hospitalization. 

During this period Carmen was able to work, but remained 
mildly depressed and, in addition, developed a stomach disorder. 
She began feeling tavenously hungry between meals and especially 
at night. Later she found that when she would begin to eat she 
quickly felt satiated and could not complete a full meal. This 
condition was diagnosed as peptic ulcer and treatment procedures 
were instituted. When her family physician found that her symp- 
toms were only mildly relieved by medication and diet and that her 
depression was not diminishing, he recommended a period of hos- 
pitalization for a rest and psychiatric observation. 

When she was examined at the hospital, Carmen was described 
as “thin and birdlike.” Her face was flushed and she trembled no- 
ticeably. She talked quite freely but on many points she seemed 
evasive. It was the feeling of the examiner that her ten 
gloss over details which had great significance emotional 
sented a lifelong pattern of hers. Carmen minimized her d 
and focused primarily on her physical symptoms. She Si 
feel that it was primarily due to them that she had unde: 
pitalization. 

During her hospital stay of two weeks Carmen re: 
to nursing care. Within a few days her ulcer Symptoms seemed to 
subside and her spirits brightened noticeably. Whe 


age n she was dis- 
charged, she was advised to seek psychiatric care for the time that 


dency to 
ly repre- 
lepression 
eemed to 
Tgone hos- 


sponded well 
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it would take her to readjust to a new way of life. There is no evi- 
dence that she ever accepted this suggestion. She remained in the 
care of her family doctor, who continued to treat her for her 
physical complaints, most notably the peptic ulcer. 


Aaron V., a thirty-two-year-old garage mechanic, was referred 
to a community psychiatric clinic by his family physician, who had 
been treating him for a duodenal ulcer. Married, he was the father 
of four children, the eldest of whom was a seven-year-old daughter. 
The family lived in a middle-class suburb of a large west-coast 
metropolitan area. 

Aaron was the third of seven children born in the area where 
he still lived. His father ran a small retail grocery until he was 
forced to close his store because he could not compete with the ex- 
panding supermarkets. Following this he became an assistant man- 
ager in a large market and managed to support his family at a mod- 
est level. At home he was a quiet, retiring person who attempted to 
show his children some affection, but who was thoroughly domi- 
nated by a wife who henpecked him quite openly. Aaron’s mother 
was a cold, efficient person who always seemed too busy managing 
her household, seeing to it that her many children were behaving as 
ordered, or directing her husband, to offer any affection to her 
children. As she grew older her own physical ailments seemed to 
draw her even further from her family, and the children tended to 
avoid her whenever possible because of her unfeeling demands. 

Aaron attended public schools through a trade high school, where 
he was generally an adequate student. Socially and intellectually he 
always felt inferior to his peers, so that he was usually a fringe mem- 
ber of a large group and had no close friends. Immediately after 
high school he took a job at a gas station and, within a few years, 
had learned enough about automobile engines to take a job as a 
mechanic. 

When he was twenty-six, Aaron met and, after a brief courtship, 
married a nineteen-year-old girl whom he had met at a dance. A 
somewhat shy, sedentary person, Aaron’s preference for remaining 
home and watching television most evenings resulted in frequent 
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quarrels with his wife, who enjoyed dancing and a wide circle of 
friends. As their children were born, there was less pressure from 
his wife for a broader social life, but Aaron then began to feel that 
she did not accord him the attention that was his due as the head of 
the household. It was in connection with this phase of his life that 
Aaron developed the physical symptoms which brought him to 
treatment. 

Always troubled by headaches, these became more frequent 
about the time his second child was born. After the birth of his 
fourth child he began to experience severe abdominal pain in addi- 
tion to his earlier symptoms, which were intensified during stressful 
times. His stomach disorder was diagnosed as a duodenal ulcer 
and a strict diet was prescribed. This diet, which he felt was 
inadequate, did little to improve his symptoms and, in addition, left 
him feeling ravenously hungry much of the time. In complaining 
of this Aaron told the psychiatrist that he was on the verge of aban- 
doning the diet, since the cure was as bad as the disease, and he 
felt quite desperate about the possibility of ever finding relief. 
Turning to a psychiatrist was for him a last resort in his efforts to 
free himself of his discomforting symptoms. 

On interview Aaron was described as an extremely thin man of 
slight physique. He was neat but casual in his dress and his hair 
was slightly unkempt. He talked at great length, though in a dis- 
connected way, about his physical symptoms and his relationships 
with members of his family. He expressed much irritation at his 
wife’s handling of the children and her lack of respect for him. He 
told, almost proudly, of how demanding and impatient he was with 
his wife and also boasted of his occasional attempts at asserting his 
authority over the children. Aaron openly expressed a need to talk 
to someone who might be interested in his problems and 
and implied this opportunity was lacking in his home situ 
many points in his narration, he squirmed in his chair and 
seemed to be under considerable emotional pressure, 

It was felt that Aaron could benefit from counseling and he was 
accepted for weekly sessions. These extended over a period of nine 
months and eventually included participation by his wife. During 


feelings, 
ation. At 
obviously 
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the course of this time considerable symptom relief was achieved, 
although it was felt that Aaron’s somewhat immature, dependent 
character structure had remained unchanged. 


DISCUSSION 


Technically Salvatore L. would be diagnosed as exhibiting a respira- 
tory reaction, Sarah A., a musculoskeletal reaction, Marjorie A., a 
skin reaction, and Alfred N., Carmen B., and Aaron V., gastroin- 
testinal reactions. Despite this divergence in diagnosis and symp- 
tomatology, some common elements are to be found in each case. 
Most notable is the apparent relationship between situational 
stresses and the intensification of the physical complaints, despite 
all efforts to treat and control the symptoms directly by medical 
means. Such patients invariably are treated first by medical special- 
ists in fields other than psychiatry, and are only secondarily re- 
ferred for the treatment of emotional problems when other methods 
fail. Not uncommonly patients like Sarah A. and Carmen B. fail 
to recognize relationships between their symptoms and their feel- 
ings and, in fact, frequently seem oblivious to emotions that are 
readily apparent to others. 

It may be noted that, while emotions seem to play a central role 
in each of these disorders, it appears that qualitatively the affect in 
each case was somewhat different. In the case of Sarah A., her 
stifled anger seemed predominant. Salvatore L. also seemed angry 
but tended to express this feeling more, albeit inappropriately. In 
addition, he no doubt felt considerable frustration and helpless- 
hess at not being able to come to some suitable terms with his wife 
on a question where—being a Catholic himself—he could not be 
completely insensitive to her viewpoint. In the case of Marjorie A. 
guilt seemed to play a major role although there are suggestions in 
the case material that feelings of inadequacy in the feminine role 
may have also played an important part. Alfred N. seemed char- 
acterologically to manifest feelings of dependency and also con- 
cern over questions of his adequacy. Dependency needs seemed 
also to predominate in the case of Carmen B. 
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Special note should be taken of the cases of Alfred N., Carmen 
B., and Aaron V., since each suffered a similar physical symptom. 
Despite this similarity, there seem to be obvious personality differ- 
ences between these individuals. Alfred N., as has already been 
mentioned, was a very passive and dependent person. Carmen B. 
seemed to be rather dependent also, but she manifested less passiv- 
ity. Aaron V. on the other hand could admit his needs for attention 
and was aggressive in pursuing them. 

From the brief histories provided in some of these cases it is also 
apparent that the disorder stemmed from deep-seated charactero- 
logical problems connected with the way feelings were expressed, 
or perhaps more accurately, unexpressed. As a result, the treat- 
Ment procedure often involved Supportive and directive measures 
aimed at an immediately more Satisfying adjustment with little ef- 
fort to attack the more fixed habit patterns which lie at the root of 
the disorder. Where such adjustments are feasible, as in the case of 
Sarah A., the Prognosis for relatively quick symptom relief is favor- 
able. Where environmental circumstances are such that these re- 


adjustments cannot easily be made, as in the case of Salvatore L., 


the prognosis is less favorable. In any case, such an approach is 


eficial, as in the case of Alfred N., 


as a person, and he remains su 
finds himself in stressful situati 


8. Psychoneurotic Disorders 


PSYCHONEUROSES constitute a group of personality disturbances 
which stand between the various adaptive devices engaged in by 
the normal individual, and the extreme and often disorganizing 
practices displayed by the psychotic. They can thus range between 
the mild and discomforting on the one hand, to the severe and dis- 
ruptive on the other. According to one theoretical approach, they 
have their source in internal. psychological conflicts which result in 
anxiety. In this view, the specific neurosis which develops repre- 
sents either the direct manifestations of this anxiety or the mind’s 
defensive measures taken to ward anxiety off. While these meas- 
ures often succeed in providing some protection from anxiety, they 
can in themselves be quite disruptive of good functioning. Either 
the anxiety itself or the handicap imposed by the symptoms which 
arise in defense impel one to seek treatment. 

There are six different types of neurotic disorders defined in 
the diagnostic manual. These are the anxiety reaction, phobic 
reaction, dissociative reaction, conversion reaction, obsessive- 
compulsive reaction, and depressive reaction. Each of these will be 
described and illustrated by case examples. Each set of cases will 
be followed by a discussion, and a brief conclusion will close the 
chapter. 
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ANXIETY REACTION 


This is sometimes referred to as the simplest form of psychoneuro- 
sis in that the primary symptom here is a raw anxiety which is ap- 
parently unaltered by any defensive mechanisms. In milder cases 
this anxiety is manifested by such symptoms as tenseness, timidity, 
apprehension, a sensitivity to the opinions of others, and a tend- 
ency to be embarrassed easily. Individuals so afflicted generally 
feel inferior, can make decisions only with difficulty, and dread the 
possibility that they might err. Such people also commonly have 
high standards and are overconscientious in their resolve to live up 
to these. 

In more severe cases, the anxiety is more disturbing, since the 
symptoms found in the milder reaction are present in a more intense 
form. Thus, there may be a paralyzing indecision, irritability, 
restlessness, sleeplessness, depression, psychosomatic manifesta- 
tions, outbursts of aggressiveness, attacks of weeping, and feelings 
of inadequacy and inferiority. The latter may at times be accom- 
panied by a paranoid attitude. Such patients often feel chron- 


ically fatigued and may complain of an inability to concentrate and 
a fear that they are “going mad.” 


Patients who suffer from anxiety 
ods of acute panic lasting from a 
tion to the more chronic sympto 
short, terrifying exacerbations, c 
overstimulation of the autonomi 
these attacks the patient’ 
he has difficulty breath 
ings of apprehension 
patient may fear that 
tack, but often there i 


reaction may experience peri- 
few minutes to an hour, in addi- 
matology described above. These 
alled anxiety attacks, involve an 
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tient to ignore the underlying psychic causes of the disorder and 
make him less amenable to psychotherapy. 


CASE STUDIES 

Mary G., a twenty-eight-year-old mother of two, came to the 
outpatient clinic of a large midwestern hospital upon the urging of 
her family physician. She and her family were living in an apart- 
ment in the poorer section of the city where her husband had been 
a municipal employee with the street department. 

Mary was born the third of seven children to an Oklahoma ga- 
rage owner whose financial situation, at best, was always precari- 
ous. Her mother was a very religious woman who brought her chil- 
dren up in constant fear of a punitive God. They were not allowed 
to play on Sundays, or engage in many of the usual activities of 
children. The father’s role in child-rearing was quite secondary; he 
was preoccupied with his marginal business, leaving the strict 
mother as the dominant figure. The siblings were quite close, cling- 
ing to each other as the sole source of warmth and support. When 
Mary was eight she developed a severe gastrointestinal illness. It 
led the frightened child to think that she was about to die, and her 
mother agreed with this conclusion, feeling that it was God’s judg- 
ment on her for misbehavior. Mary completed eight grades at 
school, where she was a mediocre student, before leaving to help 
the family finances by working. Her prospective husband was a 
home-town boy who was dissatisfied with local customs, and to- 
gether they eloped to the large midwestern city which became their 
home. They had one child, and a reasonably happy marriage. 

Shortly after their arrival in the big city, Mary and her husband 
went to a party on Christmas day at which there was music and 
dancing. For the following two years she felt a constant tingling in 
her leg, numbness in her extremities, and pains in the region of 
her heart. This gradually abated and Mary was then symptom-free 
for about five years, until the birth of her second child, about two 
years prior to her current difficulty. At that time she felt a sensation 
“like someone had driven a spike into my heart.” This frightened - 
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her very much, and it persisted for a few m 
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little opportunity to establish any lasting relationships. School pro- 
vided little in the way of peer companions, both because he shifted 
so frequently and because he always had to rush home to help 
with chores. Although he may have been a potentially good student 
his studies were constantly disrupted, and he finally quit high 
school in order to find work, which provided a source of income 
and thus relieved some tension between his foster parents and him- 
self. He received training as a telegraph operator, but was “too 
nervous” for this work and became a gas station attendant instead. 

At nineteen, Leo met his prospective wife and married her after 
a brief courtship. She was a waitress who was seven years older 
than he. The couple went to live with her aunt and uncle who had 
reared her. Her aunt was a domineering woman who ruled the 
house, and Leo immediately had difficulty with her, bitterly resent- 
ing her overbearing attitude. Prior to the birth of their first child less 
than a year after marriage, this home situation became intolerable, 
and the two had to move into an apartment of their own. This aunt 
remained closely involved with them and was highly critical of Leo, 
who received little support from his wife. She was described as a 
quiet, withdrawn woman who tended to be secretive, and was quite 
anxious in company or crowds. This was particularly difficult for 
Leo, who was an anxious, uncertain person who had little insight 
into his problems, and a great dependency on his undemonstrative 
wife. 

Leo’s symptoms seemed to date from the birth of their first child, 
just cleven months after his marriage. He began to feel dizzy, and 
had palpitations of the heart and a throbbing in his head. He orig- 
inally had a great fear of harming his wife’s aunt, but succeeded 
in talking himself out of this. He worried over transient suicidal 
ideas, but felt that he would never give in to them. However, they 
did make him feel irritable and depressed. He joined a Baptist 
church in an attempt to find some source of support, but his symp- 
toms merely intensified. He became faint and jittery when he had to 
talk to people, and this kept him from working regularly. 

When he was virtually confined to his house by his symptoms he 
finally was induced by his minister to seek psychiatric help. A psy- 
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chologist in a large county clinic saw him for almost a year in a 
series of supportive interviews, during which time Leo’s symptoms 
disappeared. 

Leo terminated treatment when he became free of symptoms 
and continued to be symptom-free until his wife, at her aunt’s insti- 
gation, began urging him to get a better job. He then began to re- 
experience a pounding sensation in his head and a tenseness in his 
neck. He again became fearful when talking to people, especially at 
work. He began to experience waves of nausea and dizziness and 
would break out in a cold sweat. He began to fear that he would 
become insane, and he returned to the clinic to renew his contacts 
there. He was seen by his old therapist for almost six months of 


supportive therapy, again achieving some symptomatic relief, but 
no insight into the genesis of his problems. 


Over the years Leo has maintained a continuous pattern of brief 
sessions of supportive therapy followed by equally brief periods of 
symptom relief, with recurrences at almost yearly intervals follow- 
ing various family crises. He never achieved any degree of insight, 
but was able to maintain himself without hospitalization. 


Marie K., a thirty-three-year-old mother of two, was self-referred 
to an outpatient clinic of a large eastern hospital. She was living 
with her family in a middle-income housing project. 

Marie was the only child of a constantly quarreling couple who 
repeatedly separated, and finally divorced when she was only six 
years old. Because of this background she had little memory of her 
father, and was principally reared by her mother. Marie’s mother 
was a very domineering and rigid woman who brought her child up 
to fear her. Marie was an average student who was graduated from 
high school with a clearly adequate record, and then went to work 
as a secretary. She met, fell in love with, and married a young man 
from the office who was not of her religion, and this marriage 
caused a great deal of conflict. Her mother, after strenuous opposi- 
tion to the marriage, when she could not Prevent it, refused to at- 
tend the ceremony and never spoke to her son-in-law. Her in-laws, 
equally opposed to the wedding, were also very cold and unre- 
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ceptive to her. Her husband was an intelligent man who provided 
her with much support and understanding, and the marriage was 
described as a successful one. 

Marie’s symptoms seemed to date from a visit with a new neigh- 
bor. During that visit Marie chanced to share with the neighbor her 
concerns over her mother’s attitude, and found that they both had 
a good deal of difficulty with their families. A few days later, while 
ironing her clothes, she had a severe pain in her chest, and this pain 
recurred at weekly intervals whenever she did the ironing. After a 
while the interval between occurrences grew shorter, and each at- 
tack grew longer and more intense. She also began to feel queasy 
and as though she had butterflies in her stomach. Heart palpita- 
tions and tremulousness also developed and added to her discom- 
fort. Between attacks she felt a mounting degree of diffuse anxiety, 
and was extremely upset by this. This upset was translated into 
feelings of depression and long crying spells. She also began to 
feel excessively fatigued, so that her housework and children had 
to be neglected, and she retired earlier and earlier each evening. 
Finally Marie decided that she could not continue without help, 
and turned to a psychiatric clinic for aid. 

At the clinic Marie was seen in a superficial form of insight 
therapy over a period of one year. The therapy succeeded in par- 
tially clarifying her relationship with her mother, and as it did so, 
she achieved symptom relief. 


DISCUSSION 


Each of the individuals described manifested moderately severe anx- 
iety symptoms and in the case of Leo R. there was the suggestion, 
in the “nervousness” which prevented him from becoming a tele- 
graph operator, that he suffered chronically from a mild anxiety 
state. Also common to each of the cases were anxiety attacks which 
bore considerable similarity to the classic picture. Mary G. suf- 
fered a mild such attack in connection with a gastrointestinal ail- 
ment when only eight years of age. It is worth noting also that 
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both Leo R. and Marie K. displayed other neurotic symptoms be- 
sides the predominant anxiety. Leo R.’s fear of crowds and social 
gatherings suggests a phobia, and Marie K.’s chest pains may have 
been psychosomatic in nature. 

The onset of symptoms in each of these cases seemed to follow 
closely on the heels of some stress in the form of added responsibil- 
ity (Leo R.) or some incident in which action was taken which was 
contrary to the ordinary mode of adjustment (Mary G. and Marie 
K.). In each case it appears that unacceptable feelings had been 
triggered by these situations and the anxiety symptoms repre- 
sented a sample of the punishment which might follow their con- 
tinued or more overt expression. For Leo R. resentment, which 
later was seen as overt, unreasonable anger, over being bound up 
with the responsibility for a wife and then a child within a very 
short space of time was predominant. Marie K. apparently also 
had difficulty with hostility which, in her case, was directed at her 
unfeeling mother and in-laws. For Mary G., guilt over violating 
rigid religious precepts seemed most important. 

Lasting success in the treatment of these cases seemed to depend 
upon the extent to which the patient could tolerate the uncovering 
of underlying dynamics. Mary G. was too threatened even to ac- 
knowledge the possibility of psychic causes. Leo R. benefited from 
periodic support but was not able to maintain gains made in ther- 
apy because the roots of his disorder remained hidden. Only Marie 
K. was able to develop insight into her difficulties and it seemed 
likely that she had the best chance of remaining symptom-free, 
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shunned. The object, situation, or idea onto which the anxiety is 
displaced should bear some symbolic relationship to the source of 
the original fear but, of course, the original anxiety, the displace- 
ment and the symbolization involved all take place out of the pa- 
tient’s awareness. As a result the phobic patient consciously rec- 
ognizes the irrationality of his fears but is powerless to do anything 
but avoid the dreaded object. A large variety of phobias have been 
described and are labeled in the classic Greek. Most common are 
fears of crowds (ocholophobia), open spaces (agoraphobia), dirt 
or bacteria (mysophobia), high places (acrophobia), or confined 
spaces (claustrophobia). According to Noyes and Kolb (1958) 
such disorders are twice as common among women as among men. 


CASE STUDIES 


Olivia N., an eighteen-year-old high-school graduate, applied to 
a private psychiatrist for treatment to help her with her problems. 
She had finished her schooling about one year before and was 
working as a stenographer in the office of an insurance company. 
She was living at home in the lower middle class neighborhood 
where she had been reared as the youngest of three children of im- 
migrant parents. 

Olivia’s early life was described as quite pleasant. She had a mar- 
tied sister who was twelve years older than she and with whom she 
shared little, but her brother, who was eight years older, had always 
been close to her and had gone out of his way to shelter her. Her 
parents were described as indulgent, older people who spoiled her 
in many ways and who were, on the whole, loving and warm. 
When Olivia was about twelve her bachelor uncle, a machinist, suf- 
fered a severe injury to his legs in an industrial accident and as a 
result was not able to walk. This forced him to retire prema- 
turely, and he moved in with Olivia’s family and spent the last six 
years of his life at home in a wheel chair. Olivia was very devoted 
to him during this period and went out of her way to be with him 
and help him pass the time pleasantly. This was particularly the 
case on festive occasions such as New Year’s Eve when other girls 
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her age might be attending parties and staying out late. She pre- 
ferred to keep her uncle company and give him what cheer she 
could. In general, Olivia did not seek close relationships with 
boys, preferring to go out with large groups of girls and relating 
with the opposite sex only in public affairs like dances and big par- 
ties. She felt disinterested in having a steady beau and definitely 
saw herself as unready for marriage. 

Olivia’s symptoms first occurred about a month before she ap- 
plied for help and just after her uncle died suddenly of a cerebral 
hemorrhage. She was out of the house when he was stricken and 
was very shocked when she returned to be told that he had died. 
At first she was totally unable to accept the fact of his death and 
for weeks still thought of him as alive. It became difficult for her to 
eat and she lost seven pounds. She did her best to control her grief 
in order to keep from upsetting other members of the family but 
she was not able to bring herself to view his body and immediately 
after his death made a point of being away from home as much as 
possible. The problem which brought her to a psychiatrist was an 
intense fear of being alone at home which developed at this time. 
When being alone was unavoidable she experienced severe anxiety 
attacks with heart palpitation, profuse sweating, a dryness of the 
mouth and a fear of death. Such attacks also came on when she 
was alone in her bedroom and about to fall asleep. These episodes 
were quite upsetting to other members of the family who fre- 
quently called on the family doctor for advice. It was he who rec- 
ommended that she apply for psychiatric care. 

In an initial interview she related warmly and spoke freely and 
clearly about her symptoms, without displaying much overt anx- 
iety or concern over them. The interviewer felt that the content of 
her thoughts reflected a marked capacity for isolating unpleasant 
emotions from their ideational representatives. Olivia was seen in 
a brief series of psychotherapeutic interviews during which her 
specific fears subsided. She was then advised to return should her 


symptoms recur but has not called for further interviews for several 
years. 
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Martha S., a twenty-six-year-old mother of two children was 
referred by her family physician to a private psychiatrist for the 
treatment of a phobia which had been extremely disabling at times. 
A high-school graduate, Martha had been the youthful bride of a 
junior executive in a large New England shoe concern. They and 
her elderly parents lived in a large, comfortable home in the sub- 
urbs of a middle-sized city. 

Martha was born and spent her early years in Chicago. She was 
the youngest of three daughters and described her childhood as a 
generally happy one in which she had a very close relationship 
with her eldest sibling, a sister who was six years older than she. 
Both girls had an almost sisterly relationship with their mother, 
who attempted to be as much a companion to her daughters as she 
could. Martha’s father was described in glowing terms, but he ac- 
tually was a reserved, undemonstrative man whose personality 
provided a sharp contrast with that of the mother. Martha recalled 
her early family life as warm and pleasant, with both sets of grand- 
parents as well as uncles, aunts, and cousins taking part in many 
close family activities. At about the time she began high school, her 
father, who was an accountant, received an excellent offer from a 
New England firm, and the family moved there in order to accept 
it. While in high school Martha met her future husband. He be- 
came her steady boyfriend, and they were married three years after 
she completed her schooling. At the time he was in his last year 
of business school. Her spouse was described as being quiet, retir- 
ing, and understanding, a description very reminiscent of the traits 
ascribed to Martha’s father. Although she felt that their marriage 
was a good one, Martha admitted that she had never been sexually 
responsive, finding sexual intercourse painful, and attributing this 
to the fact that her parents lived with her and she worried that they 
might overhear her sexual activity or actually intrude during the 
course of it. Throughout her marriage Martha had chosen to live 
with or near her parents. è 

The symptom which brought Martha to a psychiatrist was an al- 
most lifelong fear of small furry animals, especially cats. She had 
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been told that when she was only a few months old she was fright- 
ened by a woolly Teddy bear, but her earliest conscious recollec- 
tion of such a fear dated back to when she was three or four, when 
she was encouraged to pet a kitten that her father was holding on 
his lap. At that time she did so and became frightened by the feel- 
ing of the fur and the underlying bones. At the time she applied for 
treatment, Martha was suffering much anxiety when confronted by 
such small animals and went out of her way to avoid them, particu- 
larly when she was alone. For this reason she made every attempt 
to have someone with her when she went out of her house, even if 
it was only her two-year-old son. She did not fear that he would be 
harmed by such an animal, only that she herself might be bitten or 
have cause to touch it. This fear always placed a limit on her social 
activities and only the fact that she learned to drive made her some- 
what more mobile in more recent years. 

The psychiatrist who saw Martha felt that her fears were dynam- 
ically rooted in early incestuous fantasies, and that treatment 
would require an intensive, insight-oriented approach. He thus rec- 
ommended that she apply for psychoanalytic treatment and referred 
her to a local analyst, who accepted her in treatment. 


Irene W., a forty-three-year-old married woman, applied for 
psychiatric outpatient care in a city on the eastern seaboard. The 
mother of one young child, she lived in a rural community where 
her husband operated a feed and grain business. Three years be- 
fore she had suffered a period of deep depression requiring hos- 
pitalization, after having given birth to a long-wanted child. 

Irene was the oldest child in a family which included three sons 
and three daughters. Her childhood was marked by cheerless hard 
work helping to raise younger siblings; this she accepted without 
resentment. Because her mother was needed to assist in the man- 
agement of the small rural grocery owned by her father, many of 
the household responsibilities fell to Irene. Thus she had the experi- 
ence of caring for children and Managing a home almost before 
reaching her teens. Irene’s mother was described as a neat, efficient 
person who had a gentle side which permitted considerable emo- 
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tional closeness. Her father, on the other hand, the son of southern 
European immigrants, ruled his home autocratically. He was 
thirty-five when he married, and Irene’s mother was only sixteen. 
In many ways he treated his wife as a daughter throughout their 
marriage. A quiet person, he displayed no warmth or affection to- 
ward anyone and in many ways he was looked upon by his chil- 
dren as a stranger who had to be obeyed instantly and unquestion- 
ingly. Rather than expressing resentment at the heavy burdens she 
shouldered as a youngster, Irene said she was grateful for the ex- 
perience it gave her and felt that it helped to give her a good rela- 
tionship with her siblings, to whom she was almost a second mother. 

When she was twenty-two Irene married her husband, a man 
of about her age whom she had known for many years in the small 
rural community in which both were brought up. From the begin- 
ning their marriage was marred by her extreme fear of sexual rela- 
tions; hence, their adjustment was quite poor. It was only after 
about ten years of marriage that she would permit intercourse with 
a frequency greater than about once a month, and she never 
looked upon it as a source of pleasure. Another source of disap- 
pointment for both was their failure to have children for many 
years. However, when Irene finally gave birth to a son when nearly 
forty, she required hospitalization for the aforementioned post 
partum depression. 

The disorder which brought Irene to a psychiatrist had its onset 
about two years previously, immediately after she had a hysterec- 
tomy. At that time she read a newspaper article about a woman 
who had developed undulant fever from drinking impure milk. 
Irene then began worrying that this might happen to her and im- 
agined that the cold chills she was beginning to experience were 
major symptoms of that disorder. She refused to have milk in her 
home, and gradually began to fear that other dairy products might 
contaminate her. Eventually this fear was extended to meat and 
subsequently to her husband, since his work brought him into con- 
tact with farmers who dealt with farm animals. 

When she was interviewed she was talkative, but seemed tense 
and anxious. She was well oriented, coherent, reasoned logically, 
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and displayed good judgment. She seemed depressed, however, and 
described considerable disability as the result of her symptoms. 
Tranquilizers were prescribed to diminish her anxiety and arrange- 
ments were made for her to come in for weekly interviews. 


Discussion 


Each of the individuals described suffered phobias, although the 
relative specificity of these varied. That of Olivia N. was relatively 
short lived, developing in connection with a single traumatic event, 
and involving the fairly specific fear of being alone at home. On the 
other hand Martha S. had suffered most of her life with her fear of 
small furry animals of any species. While the phobia of Irene W. 
had developed only two years before her appeal for treatment, it 
had a greater tendency to generalize than did the fears of Martha S. 
and Olivia N. Starting with a fear of certain bacteria, she avoided 
certain products of farm animals and ultimately her husband, be- 
cause of his remote connection with such animals. 

It is perhaps worthwhile to speculate on the purpose served, or 
the feelings which were displaced by each of these phobias. Admit- 
tedly, the case material is too fragmentary for the development of 
full dynamic formulations, but there are some clues pointing to the 
possible roots of the disorder in each case. 

Olivia N., a very devoted niece to her handicapped uncle, was 
away from his side when he was suddenly taken ill and died. She 
displayed neither the normal grief one might have expected, nor 
the guilt for not having been at his side at the time of his greatest 
need. Later she developed a fear of being at home alone. It would 
seem that when one is home alone there is the greatest likelihood 
that one will think and reminisce, and one Suspects that at such 
times Olivia was too threatened by the guilt which she felt and which 
might have become conscious, and too upset by the grief which 
threatened to invade, to tolerate such a situation. Thus the fear of 
being home alone was displaced from a fear of certain of her own 
intense feelings which might become manifest if left to herself in the 
setting which most stimulated such feelings. 
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In the cases of both Martha S. and Irene W. it would appear that 
sexual fears were at the root of their phobias. The marital sexual 
adjustment of both women was poor. Martha S. was probably only 
able to tolerate sexual intercourse at all because much of her fear 
of the male genital had been displaced onto small furry animals. 
For a psychoanalytically inclined observer, there are hints that the 
source of this fear stemmed from Oedipal conflicts. Irene W.’s 
phobia developed shortly after a hysterectomy and in generalizing 
to her husband probably served to make it impossible for her to 
have any further sexual relations with him. This cessation of her 
connubial activities is something she could probably not have 
brought about directly, nor would her own need to feel that she was 
an adequate female, especially just after undergoing a hysterec- 
tomy, have permitted her to attempt such an approach. The phobia, 
however, achieved the desired effect without the exposure of 
grossly undesirable feelings. 

The example offered by these cases suggests that phobias can, 
on the one hand, be related specifically and in a relatively uncom- 
plicated way to a certain event. On the other hand they may be 
involved with very deeply rooted impulses and attitudes which are 
basic to the personality structure. It is the former which should be 
most amenable to brief treatment. The latter may require a long- 
term approach aimed at personality reorganization, as was recom- 
mended in the case of Martha S. It also should be noted that phobias 
can appear in an otherwise relatively healthy person, such as Olivia 
N. appeared to be. 


\ 
DISSOCIATIVE REACTION 


In this dramatic disorder, anxiety is so overwhelming that it oper- 
ates to disorganize the personality, so that certain of its functions 
become dissociated from each other. The most common manifesta- 
tion of this dissociative process is amnesia, an active process of 
blotting out of awareness either all or a circumscribed part of an 
individual’s prior experience. The experiences which seem most 
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capable of interfering with one’s ability to bring factual data to 
mind usually involve very intense feelings such as the extreme 
dread of combat in war, or the inordinate shame and guilt which 
may follow the commission of a forbidden act. The effectiveness of 
the amnesia in its purpose of providing protection and escape is 
measured by the extent to which the patient is anxiety-free. While 
Most dissociative states blot out only brief periods of experience, 
they may involve long periods, sometimes even the entire previous 
life. In some cases the patient reverts to an earlier time of life, with 
amnesia for all that followed that period. 

At times dissociative reactions are characterized by disturbances 
of consciousness involving a stuporous state which suggests delir- 
ium. These states are usually preceded by intense emotional ex- 
periences and are subjectively experienced as like being in a dream. 
There are confusion, dramatic posturings and a flow of speech which 
seems nonsensical, but in which one can apprehend references 
to experiences which stirred strong feelings. This dissociative delir- 
ium often represents a dreamlike wish-fulfillment or a dramatic re- 
living of a traumatic event. 

Psychic escape is achieved at times by a sudden change in con- 
sciousness during which the patient may feel compelled to perform 
complicated activities, perhaps involving travel. These are known 
as fugue states. While such acts are carried out the patient may ap- 
pear normal to outsiders. In this fugue state the patient engages in 
behavior which might be condemned by his conscience, and the 
function of the fugue is to make the transgression possible. Often it 
becomes necessary for further defenses to be adopted against the 
threatened internal punishment, so the patient attempts to protect 


his ego by forgetting his name and personal identity. In some cases 
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these events. This may be seen as a symbolic attempt to escape 
from an unpleasant reality. 

The most rare, and most dramatic, of the dissociative reactions is 
multiple personality. This condition occurs where an individual 
contains two or more distinct personalities which alternate in dom- 
inating his behavior, and often are mutually amnesic. It has been 
made famous by literary works like Dr. Jekyll and Mr. Hyde, but 
actually is very infrequent in occurrence. 


CASE STUDIES 


Nancy E., a thirty-one-year-old mother of one child, was brought 
to the psychiatric wing of a large private hospital in New England 
by her husband after she spent an entire evening crying. They were 
living in a very comfortable suburban home at the time. 

Nancy was the fourth of five children born to two elderly and 
sickly people of lower middle class circumstances. Her mother was 
an invalid who frequently required trips to warm, southerly places 
for her health, and thus could not devote much time to Nancy. 
When she was home she was easily irritated, and very strict with 
the children. Many of her complaints seemed to be hypochondri- 
acal, but this fact could not abate the intensity of her suffering. 
Nancy’s father had been a part owner in a textile plant, but had 
drunk very heavily, and was now retired. She felt very close to him, 
but he would only speak to her of the old days when he felt im- 
portant, and thus did not overtly reciprocate her warmth. This situa- 
tion caused the prime responsibility for Nancy’s care to fall to a 
succession of older sisters and brothers who discharged their respon- 
sibility efficiently and without much warmth. She was never close to 
any of her siblings, partly because of a great difference in age, and 
partly because of the lack of demonstrable affection among them. 
She sucked her thumb until she reached puberty, and frequently 
would cry herself to sleep. 

Although Nancy was a good student in grammar school, the 
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quality of her work in high school—where she was unhappy—fell 
off considerably. She finally transferred to an art school, completed 
her education there, and was employed as an assistant to an interior 
decorator until her marriage. 

Nancy’s dating started early, because her mother was rarely 
available to supervise her. Occasionally she felt quite guilty about 
the exploratory sexual activity that took place. When she reached 
twenty she became friendly with a heavy drinking crowd, and be- 
came engaged to a boy in that group, but later broke the engage- 
ment because she decided she didn’t love him. She married her hus- 
band at twenty-two after a brief courtship, and they had one child. 
The early marriage was happy, because Nancy was a lively and 
Vivacious girl, despite her hypochondriacal concerns; however, she 
grew much less so as her symptoms intensified. 

Six years before her admission to the hospital, and immediately 
after the birth of her only child, Nancy suffered a gynecological 
disorder which resulted in major corrective surgery and prevented 
her having any more children. After the operation was successfully 
completed, she began to have episodes of irritability with her hus- 
band and child. During the day she would feel lonely and fright- 
ened in their apartment, refused to answer the phone, and occa- 
sionally hid in the clothes closet. Even if her husband remained at 
home, she continued to feel the same way. She would cry at night, 
and refuse to go to bed until very late because she was prone to 
having terrible “nightmares.” Actually these weren’t dreams, but 
dim nocturnal recollections of her actual behavior. In the morning 
her memory was vague; she felt that the experience had all been a 
dream, and that the person acting was someone other than her. 
These episodes occurred about once a month, corresponding to 
when she would have had her menstrual period, and would lead her 
to claim that she was no longer a woman. However, 
prior to admission they increased in frequency, 
two months just before admission, 
currences. 


During the day Nancy would experience “horrid fantasies” 
which revolved principally about harming her husband, At night, 


within the year 
until, during the 
they were almost nightly oc- 
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after falling asleep, she would awaken, and seem to be arguing with 
herself. After this, at various times, she cursed her husband, and 
once slapped him. She recalled some, but not all, of these acts, and 
felt that they all were parts of a dream. Her husband would slap her 
and shake her to snap her out of it, and upon awakening she would 
cry, and then fall into a deep, undisturbed sleep. 

Frequently she wandered about the house at night, often check- 
ing to make sure her child was comfortable. She also would drive to 
a nearby lake where she would stand and stare into the water, and 
this would also calm her. She was never afraid of the dark when 
leaving the house, but after the lake calmed her, she would become 
frightened at being out alone at night. She denied having any sui- 
cidal intentions, but her husband said that she always kissed her 
child good-by before leaving, and often threatened to throw her- 
self into the lake. 

In the morning, after awakening from a “nightmare,” Nancy felt 
“nervous, sweaty, and shaky.” It took most of the morning for her 
to overcome this feeling. She felt too nauseated to attempt to eat, 
and began to drink in an attempt to calm down. In the afternoon 
she felt depressed upon dimly recalling incidents of the previous 
evening, and cried frequently. Her husband’s reaction was to ar- 
gue with her and scold her in an attempt to snap her out of it. At 
night she would be too frightened to go to bed until exhausted, and 
then the cycle would begin again. 

On the day before her admission Nancy argued with her hus- 
band and told him that she felt it would be best if they separated, 
since they were drifting apart, and that she suspected that he was 
seeing another woman. He admitted that he was, whereupon she 
slapped him as hard as she could and then began to cry. She cried 
all night without falling asleep, and in the morning her husband 
took her to the hospital. When interviewed, Nancy could not re- 
member any of the events of the preceding night, nor how she ar- 
rived at the hospital. 

During her hospitalization Nancy was given sedation and slept 
well. After a short, uneventful period of observation she was re- 
leased in order to go into treatment with a private psychiatrist. 
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Marvin K., a thirty-two-year-old father of one child, was born 
the only child of a woman who was to die in an accident suddenly, 
while he was still an infant. His father was a minister whose exten- 
sive community work kept him very busy, so that he never devel- 
oped a very close relationship with his son. Marvin was raised by a 
maiden aunt, who was a kind, quiet person, but who was too old to 

, share much with a young boy. He was closest to another aunt who 
lived nearby, and to two cousins whom he considered almost as 
siblings. He was an extremely able student who graduated from a 
state college with a degree in chemistry. However, he had little 
interest in entering this field, because while in college his energy 
was principally devoted to a new interest—dramatics—where he 
was quite successful. After graduation he ignored his professional 
training and chose to continue with his dramatics, organizing a 
small group of touring players that visited small resort hotels during 
vacation seasons. He ultimately married the lead actress of this 
troupe, and a stormy matrimony ensued. Their sexual adjustment 
was very poor, and when Marvin decided to attempt to lead a 
more responsible life and took a job as a chemist, his wife, disap- 
pointed at the lack of excitement in this more staid existence, be- 
gan to have numerous affairs. Not to be outdone, Marvin also be- 
gan to be unfaithful, and, after numerous separations, the two were 
finally divorced. In the meanwhile Marvin had held a succession of 
well-paying jobs, but had been unable to stay with any of them 
for any length of time. He continued to date frequently, and be- 
came involved in numerous affairs, but never had any serious emo- 
tional involvement. He was described as being a temperamental 
person, given to tantrums when he did not have his way, and prone 
to making homicidal and suicidal threats, With this, however, he 
was considered to be a cold and ambitious person who was bent on 
Success at any cost. 

About four years before his hospitalization Marvin became very 
depressed, felt that he was wasting his life, and wanted to settle 
down. He met his second wife shortly thereafter at a cocktail party, 
and married her after a ten-day engagement, However, he was pre- 
occupied with his many job commitments and did not pay much 
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attention to her, so she had an affair with a close friend of his. Al- 
though this particular incident was resolved, the marriage continued 
to be beset by quarrels and incompatibility. Finally, two weeks be- 
fore his hospitalization, his wife left him and returned to her par- 
ents’ home in a nearby community. Marvin was very upset by 
this, and a few days later he drove to their house in order to at- 
tempt a reconciliation. He and his wife decided to drive to a nearby 
resort area, where their daughter was staying with some old friends, 
and vacation there. After a two-day stay they began to quarrel over 
a trivial matter, and his wife then began drinking and said she 
would not return with him, although up till then the vacation had 
been an apparently successful one. He pleaded with her, and then 
became angry, whereupon he struck her and knocked her down. 
He began to apologize profusely, but as soon as the friends in whose 
home they were staying entered the room, he passed out. He came 
to briefly only to loose consciousness again. After passing out the 
second time Marvin had an “image” of an automobile accident 
which happened when they returned from the vacation; his wife 
and daughter were killed, and he was blinded and deafened. 

On the following morning he complained of being amnesic con- 
cerning the past three years, deafness to his wife’s voice, and obses- 
sive thoughts about the “accident.” He was amazed at the size of his 
daughter, whom he remembered as a one-year-old. The following 
day, when the amnesia persisted, his friends brought their young son 
into his room, but Marvin didn’t recognize him (he had been born 
in the past three years). When taken to a restaurant which he had 
frequented years before, he recognized an old friend in the proprie- 
tor and told him that he was confused, and that something had 
happened to him recently. When amnesia persisted he was brought 
to the local hospital, where he recovered spontaneously within a 
week, and then insisted upon leaving without any further treat- 
ment. 
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DISCUSSION 


The cases presented here display two different patterns found m 
dissociative reactions. Nancy E. seemed for the most part to experi- 
ence brief somnambulistic episodes during which she released the 
violent feelings she harbored against her husband. Marvin K. on 
the other hand suffered an extended period of amnesia immedi- 
ately following the overt expression of a feeling which threatened 
him greatly. 

In both cases the troublesome impulses involved hostility, al- 
though for each individual the sources of these impulses varied. The 
two are similar in that their anger was so unacceptable to them, and, 
similarly, both reacted to this anger by dissociating it in order to es- 
cape its implications. In one case the escape permitted the expres- 
sion of the feeling, and in the other escape was necessary after an 
unpardonable act. 

Nancy E., threatened with the feeling that, after her operation, 
she was no longer a woman, needed a close relationship with her 
husband as reassurance. For some reason, however, instead of 
growing closer to her and becoming more supportive, her husband 
became interested in other women. Nancy’s suspicions of his af- 
fair undoubtedly intensified her doubts about 
adequacy, fear of losing him completely, 
badly treated. Overt expression of this inte 
only to alienate her husband further, so that it could be expressed 
solely during somnambulistic fugue states. On the one occasion, 
just before hospitalization, when Nancy confronted her husband 
with her suspicions and was provoked, by his confirmation of them, 
to strike out consciously, she became quite depressed and later 
managed to dissociate the entire experience. 

Marvin K.’s anger appeared to grow from the frustration of his 
dependency needs. His wife appeared to Capitalize on such needs 
to extort the attention and appreciation of her as a woman which 
she sought. When his extensive efforts at a much-wanted reconcili- 


her own personal 
and anger at being so 
nse anger seemed likely 
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ation with his wife seemed doomed to failure just at the time he 
had so much reason to expect they would succeed, Marvin lost all 
control. In striking his wife he released the troublesome anger she 
provoked, but he also seemed to have destroyed any hope that he 
could win her back. His amnesia conveniently blocked out this 
event—perhaps a series of unhappy events—and probably took 


him back to a time when their marriage had been less chaotic 
Interestingly, his “image” of an accident involving his wife ex- 
pressed this hostility perfectly, and his own supposed maiming pro- 
vided the punishment for these apparently unacceptable impulses. 


CONVERSION REACTION 


The conversion reaction, along with the previously discussed dis- 
sociative reaction, were formerly grouped together and referred to 
as hysteria. Under this appelation the syndrome was one of the ear- 
liest to attract the attention of workers in this field. One reason for 
this early renown was the fact that the disorder can have unusually 
dramatic manifestations. The anxiety which is at the core of this, as 
well as all other, neuroses is converted into functional physical 
symptoms involving organs or parts of the body which are in- 
nervated by the sensorimotor nervous system. The symptom itself 
is thought to symbolize both the impulse and the ambivalence over 
its expression which make up the conflict. As an example, let us 
examine a conversion reaction which takes the form of a functional 
paralysis of the right arm. We may suppose that a desire to strike out 
at something or someone might determine the locus of the symp- 
tom in the right arm which might do the striking. Internal prohibi- 
tions over performing such an aggressive act might determine the 
nature of the symptom—a paralysis—which prevents the carrying 
out of the act. In addition to the symbolic value of the site and na- 
ture of the symptom, other needs are often met by conversion man- 
ifestations, and these gratifications are termed “secondary gains.” 
To carry forth our example, if the paralysis were rewarded by com- 
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pensation or excessive sympathy, these would be typical “second- 
ary gains.” The primary gain remains the prevention of the expres- 
sion of aggression. f 

It should be understood that although the symptoms described 
are functionally based and occur in relation to a part of the nerv- 
ous system which is under voluntary control, in a true conversion 
Teaction the conflict exists on an unconscious level and is quite dif- 
ferent from malingering, which is a conscious feigning of a symp- 
tom. The conversion reaction is beyond conscious control and 
Tepresents a real physical debility without any underlying organic 
pathology. Cases may often be encountered in which one is called 
upon to decide just how much conscious awareness is present and to 
what extent the reaction is consciously contrived. 


Case STUDIES 


Inga S., a thirty-four-year-old married mother of four, was 
brought to the outpatient clinic of a large eastern hospital by her 
husband. They had been living in a small home in a lower middle 
class neighborhood. 

Inga was the oldest child in a family 


of six children born to a 
northern European immi 


grant family. The marriage of her par- 
ents had been arranged by their families, according to local tradi- 
tion, and it was never a happy one. They would have separated, 


but for the children, and the scandal that would have followed. 
Inga’s father, a farmer, was a stern 


which in recent years cre- 
hip. Her education was neg- 


— 
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lected because of the need for her help around the house, and her 
only memory of childhood was working. 

Inga was a shy, timid girl who had neither the time nor the in- 
clination for the usual adolescent activities. She married a postman 
in a nearby medium-sized city when she was cighteen years old, at 
the insistence of her parents. Although she did not love him at the 
time—indeed she hardly knew him—she felt that she had grown to 
love him, and that their marriage was a successful one. In further 
describing this marriage she admitted that at first there was a great 
deal of difficulty making a satisfactory sexual adjustment, and 
penetration was not achieved until after the first year of marriage. 
All of her pregnancies were painful and difficult, and two un- 
planned children served to reduce Inga’s faith in contraceptive de- 
vices. In recent years she had acceded to having intercourse only 
to please her husband, and from the onset of her symptoms had not 
had relations with him at all. Her husband, described as a patient 
and good man, was said not to be very attentive to Inga. He often 
went out to play cards or attend lodge meetings, leaving Inga alone 
with the children and her housework. 

Inga’s symptoms dated back to eight weeks prior to her hospital- 
ization. Her husband was out late playing cards that night. Soon 
after retiring, she noted the onset of a numbing sensation in her 
feet which gradually rose up both legs as far as her stomach. This 
was accompanied by heart palpitation and difficulty getting her 
breath. Her mouth felt dry and she became nauseated. Very 
quickly ,after the numbness began, it changed to stiffness of her 
lower extremities. Inga awoke one of her children who summoned 
a neighbor, and the latter called an ambulance which took her to 
the local hospital. Here she found it difficult to talk because of dry- 
ness of the mouth, and was again nauseated. She remained over- 
night and returned home the following morning. At this time she 
still felt nauseated and her legs were stiff and weak. She was re- 
ferred to a private psychiatrist, but couldn't see him because of 
the expense involved. 

Two weeks afterward a similar episode occurred. During the. day 
Inga observed a neighbor being forcibly taken by ambulance at- 


162 PATTERNS OF PSYCHOPATHOLOGY 


tendants after an episode of delirium tremens. That night she again 
had a surging sensation in her feet and legs, and difficulty in breath- 
ing. This came and went many times during the night, but the stiff- 
ness was not as severe as the first time. The third recurrence was 
after another two-week interim. That day Inga saw a television pro- 
gram in which a husband was shot by his wife, and experienced an 
upsetting fantasy of herself in the room depicted. That night she 
again experienced difficulty with her limbs and in breathing. 

Between episodes Inga had an increasing stiffness in her legs, 
and when she appeared at the hospital could not eat without aid. 
A sister stayed with her during the day and did the housework, and 
the youngest child was placed in another sister’s home. Because of 
digestive disturbances Inga was subsisting on a liquid diet. 

On admission Inga arrived with one of her brothers, and needed 
much assistance in getting to the interview room. Only with great 
teluctance did she agree to be interviewed with her brother absent, 
and then required assurance that he would return immediately 
after the interview. She was accepted for therapy and seen for three 
months by a social worker. Almost immediately her symptoms 
dramatically disappeared, although no insight was achieved, Before 
therapy had ended she suffered a recurrence of a mild arthritic 
complaint which greatly curtailed her activities at home. 


Curt Z., a thirty-five-year- 
for treatment to a community 
of the Middle Atlantic states, 
parents in an apartment adjo 
had done since the beginning 

Curt was the youngest of 
middle European immigrant 


old married father of three, applied 
clinic in a medium-sized town in one 
He and his family were living with his 
ining the family butcher shop, as they 
of their marriage, 


two boys born to a happily married 


quiet, hard-working woman who had little 


time for Curt, since she spent most of her nonworking hours with 
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her oldest girl, who was partially deaf. Curt never was very close 
to his sister, and was extremely jealous of the attention and favorit- 
ism displayed toward the afflicted girl. At school Curt was an out- 
standing student, but despite his record and college aspirations he 
went no further than the tenth grade, his father insisting that he 
leave school to assist in the family business. He worked there from 
his early childhood until the time he applied for treatment, and his 
father had little sympathy with Curt’s illness, which prevented 
him from working. 

Because of his parents’ strict attitudes, Curt’s dating was closely 
Supervised, and when he married at nineteen it was to the only 
girl he had ever dated more than once. The marriage was mod- 
€rately happy, although there had been a great deal of difficulty 
with sexual relations that persisted throughout their sixteen years 
of marriage. Curt’s wife was described as an emotionally cold and 
unresponsive woman who rarely raised her voice. He depended on 
her a great deal and often asked her permission before doing 
things. She bore him three children. 

Curt had enjoyed perfect health until two months before he ap- 
Plied for treatment. At that time he experienced a choking sensa- 
tion, accompanied by tightness in his neck and a bandlike constrict- 
ing sensation in his abdomen. He was also unable to move his legs 
for about fifteen minutes. Following this episode he became dizzy 
and fainted, and when he recovered, discovered that he could not 
Speak. A physician was summoned, and he gave him an injection 
to put him to sleep. The following morning he could speak again, 
but only in a hoarse and barely audible voice which he retained for 
almost a month, until his normal speaking voice spontaneously Te- 
turned. After that he again lost his voice for periods ranging from 
less than a day to close to a week on numerous occasions. During 
the month before seeking treatment Curt had one to eight attacks 
daily, lasting between five minutes and one hour. ‘These attacks 
Were marked by a choking sensation in the throat, tightness in the 
neck, occasional side-to-side jerking motions of the head, hives F 
his arm and face, profuse sweating, and nausea. After the onset 0: 
his illness he severely limited his work around the butcher shop, 
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leaving the bulk of the work to his father and mother. His appetite 
was undisturbed, but his sleep was disrupted with frequent awak- 
ening. For the first few weeks of his illness, Curt remained in his 
toom, only leaving it to eat or go to the doctor’s office. After that 
he began to leave his room and attempted to move around the 
house, but usually when he did so he had a recurrence of symp- 
toms. He became very gruff with the children, slept late, and went 
to bed early in a state of exhaustion. Whenever he fainted he be- 
came worried that he might have seen or done something he 
shouldn’t have while unconscious. 

Curt requested treatment, was duly interviewed, and accepted 
into a treatment program. However, before the treatment could be- 
gin he decided to go with his wife to a local resort area for a vaca- 
tion, and failed to contact the clinic when he returned. 


Minerva E., a twenty-year-old married woman, was self-referred 
to a private psychiatrist in a large eastern city. She and her husband 
had recently been divorced, and she was living alone in their small 
apartment. 

Minerva was the youngest of two children born to a middle-class 
family. Her father was a former athlete and a very likable person; 
he seemed to prefer Minerva to his older son. She reciprocated his 
affection, but disliked her mother, whom she considered an overly 
sentimental and weak person. Minerva was a tomboy as a child, 
and was very close to her brother. She 


being an above- school paper and in 


ol she decided not to 


ed employment as a 
Salesgirl in a local store. 
Her dating had been confined to one boy throughout high school, 
but she and this young man drifte: 


CS apparent total lack of ambition. Immedi- 
ately after the marriage there was a great deal of difficulty because 
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her husband proved to be impotent, and because he could not hold 
a steady job. He only enjoyed working as a hairdresser, and con- 
tinually attempted to find such employment, which paid relatively 
little in that area. A year before Minerva sought help she decided 
to separate from him and return to her parents’ home, but shortly 
after she left she discovered that she was pregnant, and returned to 
her husband. Her pregnancy was abruptly terminated a few months 
later when she fell down some stairs and miscarried. Following this 
Minerva left her husband and instituted divorce proceedings. 

Minerva’s symptoms seem to have begun while she was still in 
high school. Once, while on a hayride with her boyfriend, she felt a 
tightness in her throat, as though it were closing over and she could 
not get her breath. Upon interview she referred to this as “globus 
hysterious.” These attacks continued over a period of a few 
months, seriously handicapping her in school and particularly in so- 
cial activities. Approximately coincident with medical corrective 
treatment the symptoms lapsed temporarily. They recurred when 
she decided to marry her husband and met with considerable fam- 
ily opposition. They returned during the most serious stages of mar- 
ital discord, abated when Minerva discovered that she was preg- 
nant, and again returned with increased duration and severity after 
her miscarriage and her divorce. This was what encouraged her to 
seek treatment. 

During the initial interview she spoke intelligently and construc- 
tively about her symptoms, but showed little affect in discussing 
them. She also spoke about her marital problems in this same 
matter-of-fact, controlled manner. Minerva appeared dressed ina 
starkly plain, unornamented dress, and had a masculine abrupt- 
ness in her manner. She seemed most interested in treatment and 
was accepted for a regime of weekly interviews. At this time Mi- 
nerva told the psychiatrist that she had not decided whether she was 
going to stay in that area or move to a large city where she had rela- 
tives, and that she would get in touch with him just as soon as she 
had decided. She never did so, and it is not certain whether she 
decided to move from the city or lost interest in treatment after 


enjoying symptomatic relief. 
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DISCUSSION 


The symptoms described in connection with each of these patients 
are probably typical of those seen in conversion reactions diag- 
nosed currently. This qualification is included because patients 
who suffer these reactions are generally suggestible, and the specific 
symptom may often be partly a matter of what seems fashionable 
or what is quite unfashionable at the time. For example, Inga S. 
suffered numbing sensations, palpitations, breathing difficulty, and 
nausea, symptoms which, while alarming, are vague enough in na- 
ture to stem from a variety of causes, making the diagnosis of a 
functional disorder less definite, In an age when people were less 
sophisticated medically and psychologically, “glove” and “stock- 
ing” anesthesias and paralyses were more frequently reported and, 
while these too were alarming symptoms, they represented physio- 
logical impossibilities. Tt is interesting that Minerva E. herself la- 
beled her disorder a “globus hysterious,” a distortion of a designa- 
ther than a physical one. It 
is possible that her sophistication was not general enough to include 
that fact and the term was used to dignify her condition. 
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were most severe (during a time of marital discord, after her mis- 
carriage). In addition the symptoms were present when she might 
well have been threatened by disturbing sexual impulses, for ex- 
ample, while on a hayride with a beau, and after deciding to marry. 
It is worth noting, along the same lines, that she married a man 
whose passivity and lack of masculine qualities might have been 
evident. Not surprisingly, he later proved to be sexually impotent 
as well. 

It is important to note in each of these cases that the patients 
were not described as being particularly anxious despite the fact 
that the symptoms themselves seemed dramatically disabling. In 
fact, Minerva E., was described as showing little affect of any kind 
and Curt Z. was able to go off on a vacation despite his illness, 
while neither felt threatened enough to accept the proffered oppor- 
tunity for treatment. This almost casual attitude toward what 
would seem to be very distressing afflictions has often been de- 
scribed among such patients and has been termed la belle indiffér- 
ence. 

Some features of the treatment of Inga S. are noteworthy in 
their generality for hysterical complaints. To begin with, symptom 
relief was relatively easily and quickly achieved, as it seemed to 
be in the case of Minerva E. Insight, however, was not achieved 
nor is it usually accomplished with ease in such patients. Further- 
more, in the absence of such deeper changes the old symptom, or 
perhaps a new but functionally similar one—such as the intensifica- 
tion of Inga’s arthritis—may still develop. The extreme suggestibil- 
ity of these patients makes a deep relationship carried through to 
insight very difficult to achieve, and promotes the occurrence of 
“miracle cures” whose ultimate value is highly questionable. 


OBSESSIVE-COMPULSIVE REACTION 


In this disorder anxiety is controlled by expressing it through the 
repetition of persistent thoughts and/or acts. Three forms of the 
obsessive-compulsive reaction have been observed. In the first, an 
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exclusively obsessive reaction, an unwelcome and often disturbing 
thought, persists. In the second, an exclusively compulsive reaction, 
there is an irresistible urge to perform a certain stereotyped act 
repeatedly. In the third, a truly obsessive-compulsive reaction, 
there is a combination of an obsessive thought and the impulse to 
perform a compulsive act. 

The content of obsessive thoughts may vary widely from disturb- 
ing, blasphemous, or hostile ideas to highly abstract, philosophi- 
cal issues. This latter excessive preoccupation with seemingly ir- 
relevant matters is called an obsessive-ruminative state. Often 
obsessional thinking is characterized by much doubting and un- 
certainty, so that even the simplest acts must be checked and 
rechecked. 

Compulsions usually involve the Tepetition of stereotyped acts 
which are generally purposeless. The patient may try to rationalize 
his compulsive behavior or may admit ultimately that it has no ma- 
terial value other than that it controls feelings of anxiety which 
might erupt if the act were not performed. The specific act en- 
gaged in has often been found to have a symbolic relationship to 
the conflict engendering the anxiety. The act frequently may be seen 
to serve as an almost magic ritual whereby the patient undoes the 
possible effect of the unconscious impulses which must be con- 
trolled. This undoing provides temporary relief, but, as long as the 
impulses persist unrecognized, the ritual must be repeated, 

An historical note may be helpful in reading these cases. Orig- 
inally, Freud referred to this syndrome as a Zwangsneurose, and 
this was first translated in England as an obsessional neurosis, and 
in the United States as a compulsion neurosis. Later authors have 
taken to combining the two translations, hence obsessive- 


compulsive features, much of it is due to the 
dental nature of the distinction. 
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CASE STUDIES 


Michael R., a twenty-three-year-old single man, applied for 
treatment to a psychiatric clinic in a medium-sized midwestern 
town. He was living alone in a small apartment in that town. 

Michael was the older of two children born to a rather vitriolic 
couple. His father was an ex-college athlete and part-time alcoholic, 
whose only interest in his children was the thought of developing 
their athletic ability. His mother was a violent-tempered woman 
who frequently flew into tantrums which usually were initiated by 
the father’s alcoholic disorderliness. Harsh physical punishment 
was not at all uncommon, and Michael had the occasional experi- 
ence of being thrown bodily out of the house and being locked out 
a whole night, even for minor misdemeanors. His younger sister was 
an accomplished athlete, while Michael was clumsy, uncoordi- 
nated, and eventually, uninterested. This situation provoked jeal- 
ousy and hostility in Michael, and prohibited a warm relationship 
with the sister, who was the father’s favorite. Although of very su- 
perior intelligence, Michael had a great deal of difficulty in school, 
generally because of disciplinary matters. He preferred sketching 
and painting to any of the formal courses offered, and persisted de- 
spite the taunts of his family and schoolmates. Michael chose to 
attend the nearby state university which offered a fine program in 
art education. He graduated from that school, but was very dissatis- 
fied with his progress, and felt that he had not learned anything. He 
then took a job as an elevator operator, forsaking any attempt to 
find employment which would utilize his artistic ability. 

Throughout his life, Michael had an intense fear of stinging in- 
sects such as wasps and hornets. If he passed a man on the street 
who appeared to have an athletic physique, he would be beset 
with the fear that the man would attack him. He also had a fear of 
heat and fire, and this fear was accompanied by the persistent 
thought that he would step on discarded lighted matches or ciga- 
rettes. He was extremely neat and orderly in all his affairs, carrying 
this to the point where everything had to be “Jined up” neatly. He 
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realized that these concerns were unreal and irrational, but never- 
theless they persisted. He was always dissatisfied with his social 
relationships, feeling that others ridiculed, belittled, and disliked 
him. He did little or no dating, and never had a genuinely warm 
friendship with anyone. 

When applying for treatment, Michael entered the room with a 
list of the things which bothered him, and he proceeded to read 
this list to the interviewer. The list was divided into four subcate- 
gories, namely, “anxiety, sexual thoughts, anger, and miscellane- 
ous.” It was felt that Michael was in need of therapy, and might 
possibly benefit from it, although many potential difficulties were 
Tecognized in his rigid attitudes. However, because he was making 
plans to move back to his home town soon thereafter, Michael was 
advised to seek treatment in the latter community. 


Marcia C., a thirty-nine-year-old married mother of two, entered 
the psychiatric wing of a local hospital shortly after her husband 
had begun an extended business trip which was to keep him away 
from home for several weeks. The family had been living in a 
middle-class neighborhood of a medium-sized New England town. 

Marcia was the second of four children born to a struggling and 
rather unhappily married couple. Her mother was a nervous 
woman who was so meticulous that Marcia was never allowed to 
help with any of the housework, for fear she would fail to do it just 
tight. The mother was always tired, perhaps because she could 
not allow any help, and never had any time or energy for her chil- 
dren, who grew up to be quite distant from her. Marcia’s father 
was frequently away from home because of his busy law practice, 
and when home his closeness with Marcia consisted of confiding 
his troubles to her. Actually these were frequently delusional in 
nature, and he succeeded, even more recently, in convincing Mar- 
cia, among other things, that her neighbors were Operating an il- 
legal gambling business in their apartment, 
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ticular school activities. Although essentially a lonely and unhappy 
child, Marcia was an extremely able student and was graduated 
near the top of her high-school class when she was nearly eighteen. 
She then went to work in a secretarial capacity, and, at twenty- 
two, married a local boy with whom she became acquainted through 
her church. After the marriage Marcia had a series of recurrent 
physical complaints, and seemed chronically ill or tired. Her hus- 
band was a hard-working and considerate man, and she described 
the marriage as a happy one, albeit one that always seemed up 
against some physical or financial hardship. 

Marcia’s symptoms dated to two years prior to her admission 
when, at a family Christmas celebration, she began to doubt 
whether she had correctly made the dessert being served. This 
doubt was accompanied by extreme anxiety, and fear that she 
might have harmed the children and guests, and soon spread into 
other areas. She had belonged to a few community groups, and re- 
signed from them, feeling that she could no longer discharge her re- 
sponsibilities adequately. Marcia became unable to give her chil- 
dren even vitamins for fear of making a mistake and injuring them, 
and could not cook for fear that she would poison someone through 
an incorrect preparation. She gave up driving the family car, 
plagued by the thought that she might kill someone, and at times 
had to look under the car to assure herself that there was nobody 
there. She repeatedly checked locks, faucets, the fireplace, and her 
husband’s tools as possible sources of danger to the household. She 
began to bathe as often as six times daily, doing so particularly if 
ened to brush against something that carried germs—like 
the garage door—before she would touch things in the house. Her 
hands became swollen from repeated washings, but she continued 
such practices. After a year of these symptoms she went to the 
family physician, who prescribed tranquilizers, which lessened the 
intensity of the symptoms, but did not relieve them entirely. 

More recently, when her husband became ill with a stomach 
ulcer, she decided to enter the hospital, being motivated principally 
by an intensification of her already intense symptoms. It became 
immediately apparent in the hospital that she was not an appropri- 
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ate therapy candidate, because she was more interested ite Phys a 
care than understanding. She was given further medication, w A 
succeeded in producing some additional symptom relief, and w 


discharged with no basic change in her condition having been ef- 
fected. 
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by her parents to a private p 
Psychologist, because she ha 
and was a marked under- 
middle-class neighborhood 
Northwest. 

Helene was the oldest 
religious Mormon famil 
who never did much mo: 
certainly were never able to 


school student, was brought 
sychiatrist at the insistence of a school 
d been in constant difficulty in school, 
achiever. The family was living pee 
of a medium-sized city in the Pacific 


Ostracizin 
apparent interests were art and chess, ‘ang she was quite adept at 
both. Her artistic productions, ina variety of Media, won her the 
only semblance of recognition she ever obtained, Her interest in 
chess led her to a deep involvement With the history of the game 
and its great players of the Past. However, she shied away from 
playing the game oy) much, because she feared Competitiveness. 
Since both of these accomplishments were isolateg activities they 
did not aid her in relating to other students, but only drew B a 
ther from them, Considerably more orthodox than her family, she 


ys FL eet he d 
PEE E NETE EE T NETTS 
Psychoneurotic Disorders 173 


ae church frequently, and seemed to delight in Mormon Tit- 
al. 

As Helene grew, she increased her repertory of compulsive symp- 
toms. One of the earliest to develop was a feeling that she must 
count the number of steps she was taking whenever she walked 
anywhere, Later she began to feel the need to look over her shoul- 
der as she was walking, although she could not express what it was 
that she was looking for or at. She also began to wash her hands 
repeatedly, interrupting whatever she was doing to cleanse herself. 
She felt the necessity to look repetitiously at objects or parts of her 
body, such as her elbow, at as often as five-minute intervals, 
though here too she could not express any reason for doing so. She 
also began repeating various innocuous phrases, such as, “That is a 
nice home,” over and over agai 


n. While she could offer no plausi- 
ble reason for any of these activities, failure to perform them al- 
ways led to great anxiety, W 


hich was relieved only by performance 
of the compulsive act. 

Although Helene appeared to be a bright child she never did 
very well in school, either academically or socially. Perhaps one 
reason for her academic deficiency was her preoccupation with 
ritualistic concerns, Which prevented her giving full attention to her 
work. For example, in the classroom, she might have been struck 
by the thought that she fully understood a point that was made. 
Rather then trust her judgment, she sought confirmation by $ 
a variety of proofs for herself so that she might reason, «jf I really 
do understand, the next thing the teacher says will contain less 
than five words,” or, “If she writes something on the blackboard in 
the next minute, then I surely am right.” She would set up a se- 
quence of these wearisome “proofs,” and if her original idea was 
not “confirmed,” or if she attempted tting tasks, 
she became very anxious. 

The psychiatrist who saw her agreed that Helene was in great 
need of psychotherapeutic help, and accepted her for treatment. 
To date she is still being seen in an intensive treatment program, 
but there has been a good deal of difficulty in establishing a mean- 
ingful relationship. 
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Armand B., a twenty-eight-year-old married father of one child, 
applied for treatment at a psychiatric clinic in a large eastern city. 
He and his wife were living in modest circumstances in a middle- 
class neighborhood there. 

Armand was the youngest of three boys born in the family of a 
small businessman in New Jersey. His parents appeared to get on 
reasonably well with each other, and with the children, and from 
the meager history obtainable it would appear that his childhood 
was uneventful. Upon graduation from high school, where he had 
been a slightly above average student, Armand followed his two 
brothers’ example and moved to New York to obtain work in a de- 
partment store executive training program. His prospective wife 
was a bookkeeper in the office, and after an eighteen-month court- 
ship the couple married. The marriage was described as a happy 
One, with the couple having an active social life and many friends 
among their neighbors. 

Armand’s dating before marriage had been very limited, and 
his conception of marriage was a very asexual and platonically 
idyllic one. He had expected that his wife would share his ideals, 
and always assumed that she would not have had any premarital 
sexual experience. When his Prospective wife, who had had a brief 
previous marriage, told him of it before their marriage Armand was 
very upset, but did not hesitate to go through with their plans. His 
naiveté hampered their sexual adjustment, and it was many weeks 
before the couple had satisfactory relations. When the couple had 
been married for a year and a half, their first child was born, 
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He felt driven to discuss constantly with his wife her sexual rela- 
tionships with her first husband, usually in a sarcastic way, although 
he always regretted having done so afterward, and grew afraid that 
he would exhaust her patience. Armand projected himself into the 
tole of his wife’s first husband during sexual relations, either identi- 
fying with him or attempting to outdo him in providing his wife 
gratification. Although he didn’t actually suspect that his wife 
contacted her ex-husband since their marriage, Armand could not 
refrain from imagining that she had. He felt that he would like to 
meet her first husband, but really didn’t know why. 

After the onset of these symptoms he lost considerable weight, 
had difficulty sleeping, cried frequently, and had various physical 
complaints. Finally, the discomfort caused him to seek help by 
applying for treatment at a psychiatric clinic. He was accepted 
into treatment, but before any close relationship could be estab- 
lished, and without any significant insight, the symptoms spontane- 
ously subsided, whereupon Armand promptly and abruptly termi- 
nated therapy. 


DISCUSSION 


The overt symptomatology in these cases illustrates nicely the 
various combinations of obsessive thinking and compulsive behav- 
ior which are possible in this disorder. Michael R. manifested a 
number of obsessive thoughts and in addition behaved in a compul- 
sive manner without having developed rigid rituals. Marcia C. was 
likewise beset by obsessions which for her took primarily the form 
of doubts. She did a certain amount of compulsive checking in con- 
nection with these doubts and also developed a bathing compulsion. 
Helene L., on the other hand, displayed numerous compulsive 
rituals in which she had to engage to remain comfortable. Armand 
B.’s symptoms were nearly totally obsessive in nature. 

The time of onset of these symptoms may be seen to vary consid- 
erably. At one extreme there was Helene L., whose ritualistic 
behavior dated back to the time when she was probably first learn- 
ing to talk, while at the other was Armand B., whose obsessions 
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had their beginning only six months before he applied for treatment. 

In every case, the effectiveness of these individuals was greatly 
impaired by their symptoms. Instead of being useful in making 
them efficient, careful, and productive people as a modicum of such 
traits can, the obsessiveness and compulsiveness of each of these 
patients seemed to be used in a desperate attempt to stave off trou- 
bling impulses or feelings and as such reduced these people to near 
helplessness, Perhaps the most disabling feature of this disorder is 


the tendency to do and undo, which seems to prevent constructive 
action. 


This feature is clearly seen in the case of Michael R. Generally 
Passively resistive to both his father’s unfeeling demands and the 
rules of high school, he pursued an interest in art. After receiving 


training, however, he found a reason to avoid following this inter- 
est through to a logical conclusion. His fear of insects and large 
men was undoubte: 


dly a projection of both the hostility he harbored 
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The various purposes which these symptoms seem to serve sug- 
gest further that, depending upon their specific function, a given 
set of symptoms may signify a relatively mild, situational disturb- 
ance or one which is very ominous in nature. The case of Helene L. 
is clearly one of the latter type. On the other hand Armand B. had 
for some time been able to maintain a fairly adequate relationship 
despite some basically distressing attitudes. 

The examples offered of the outcome of these cases illustrate 
many of the problems encountered in their treatment. The afore- 
mentioned ambivalence either brings these patients to a therapist 
at a time when they cannot really enter a relationship or they shy 
away from a deep relationship once superficial gains have been 
made, as did Armand B. On the other hand even if they actually 
become involved in treatment, as did Helene L., they find it diffi- 
cult establishing a deeply meaningful relationship. Of course, for 
Helene L. this problem might predictably be compounded be- 
cause of her rather severe isolation over the years. A further diffi- 
culty in establishing a therapeutic relationship is a tendency to treat 
people with an uninvolved intellectual detachment that can best be 
seen in Michael R., who quite typically brought a list of symptoms 
lest the interview’s unstructured nature force him into an emotional 
involvement. 


DEPRESSIVE REACTION 


This disorder is often precipitated by some objectively distressing 
situation which might be expected to engender feelings of depres- 
sion and for this reason is often referred to as a reactive depression. 
The neurotic depressive, however, either fails to return to a nor- 
mal state after a reasonable period of time or experiences an 
intensity of depression beyond the magnitude justified by the stim- 
ulus. The symptoms of this disorder resemble those of the psy- 
chotic depressive reaction, which was described earlier, except that 
they are not so intense or disabling. In the neurotic depressive reac- 
-tion the patient is apt to feel discouraged, dejected, and sad. His 
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facial expression reflects sorrow and he may prefer to sit alone 
staring hopelessly into space. There is usually some sleep disturb- 
ance, such that he either cannot fall asleep or, once asleep, awak- 


ens prematurely and then cannot return to sleep. Often there are 
complaints of an inner tenseness, a restl 


essness and vague feelings 
of hostility. 


CASE STUDIES 


Hannah M., a fifty-year-old mother of two children, consulted a 
psychiatrist in private practice seeking help for feelings of depres- 
sion which she could not overcome. A divorcée, she was living with 
her son and his wife in their comfortable home in the suburbs of a 
large eastern city. 

In discussing her background, Hannah tended to emphasize her 
general unhappiness, rather than to focus on relations with specific 
individuals. She was the youngest of seven children born to parents 
advanced in years, and was six years younger than the sibling 
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couldn’t hold a job for any length of time, and who soon began to be 
unfaithful. Hannah had two sons in rapid succession, and the com- 
bination of the responsibility of caring for them, the austere life she 
had to lead, and her husband's infidelity, caused her to become 
very anxious and angry and to withdraw from interaction with 
friends and family. When this condition failed to clear up in a short 
time, her family doctor insisted that she take a vacation away 
from her family. She therefore went on a three-month visit to her 
favorite aunt who lived in a distant city. While away, Hannah’s 
children were left in the care of a sister and, during this time, her 
youngest, a two-year-old boy, sustained a head injury when struck 
by an automobile—an accident which Hannah felt resulted in his 
later severe mental retardation. When she returned home, Hannah’s 
husband left her and filed for a divorce, which she did not contest. 
She then went to work as a secretary to support her family and 
managed to provide enough to permit her oldest son to have a good 
education. Eventually her son became successful in the insurance 
business and, after he married, he insisted that his mother and 
younger brother, who needed much care, come and live with him 
and his wife. 

Hannah’s current complaint had its onset about a year after her 
retarded child died. He suffered a lingering illness and was cared 
for devotedly by Hannah to the last. She was overcome by fear and 
depression when he died and felt guilty for having to leave him 
years before when she was away for a rest. Hannah also began 
worrying that she was too much of a burden on others and went out 
of her way to avoid being an imposition or an expense to her older 
son. Her obsessive fear that she might harm someone made it im- 
possible for Hannah to work and she slept poorly. Just before com- 
ing to the psychiatrist she began to think about committing suicide. 

Jn an interview Hannah appeared to be in acute distress. She 
cried and wrung her hands. A constant theme she expressed in- 
volved her not wanting to cause concern or to be a burden on her 
children. She was accepted for treatment and was seen in a series of 
sixteen supportive interviews. During this time she developed some 
insight into her problems and her depression subsided. Hannah was 
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then able to plan more realistically and shortly afterward was able 
to return to work. 


Charles B., a twenty-eight-year-old married father of one son, 
returned for treatment to a psychiatrist he had seen in a short series 
of therapeutic interviews four years earlier. The improvement that 
resulted from his earlier treatment had made it possible for him to 
take a job as a department store sales clerk and do reasonably well 
at it. He, his wife, and their child were living in the lower middle 
class circumstances to which they were accustomed. 

Charles grew up in a family in which the father was a very dom- 
inant figure. A physically imposing man, he set very high standards 
of conduct for Charles, his only child. Whenever his often unrealis- 
tic expectations were not satisfied he very vividly displayed his cha- 
grin at what was clearly labeled as Charles’s failure. In addition to 
imposing what Charles felt were extraordinary standards, from 
time to time his father would unjustly accuse Charles of pilfering 
small amounts of money from home. Charles’s mother was a timid, 
undemonstrative woman who went out of her way to mollify her 
husband, so that as a youngster Charles could expect little sol- 
ace or support and no protection from her, His general unhappi- 
ness and loneliness at home was accentuated at twelye, when 
Charles accidentally discovered that as an 
seriously considered giving him u 
need of some source of support, 
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shy and quiet, he became the butt 


every group that he attempted to 
join. He was thus placed in a Position where he could either with- 


draw from the group into solitary loneliness or accept his role as a 
Marginal group member, which acceptance was dependent upon 
his willingness to subject himself to the jokes and harassment of 
others. He usually selected the latter alternative as the best of two 
poor choices, 
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perience doubt about the wisdom of his move, feeling that he 
would not have the intellectual capacity to successfully complete the 
program and wondering whether his acceptance was a mistake. Par- 
tially as a result of the intense anxiety this caused him he did 
poorly, and his apprehensions were justified when he was asked to 
forsake officer’s training. After completing his term of enlistment, 
Charles returned to his home town and worked briefly at several 
different jobs of a clerical or sales nature. At twenty-two he mar- 
ried a girl whom he had known since his high-school days, and 
within a year they had their only child, a son. It was at this time 
that Charles was beset by the many concerns which drew him into 
psychiatric treatment for the first time. He was concerned over his 
tendency to move from job to job, began to have trouble getting 
along with employers, developed a fear of cramped, crowded 
rooms, was depressed, and began to feel like running away. After 
a short series of largely supportive therapeutic sessions, the in- 
tensity of Charles’s symptoms abated, and he was able to resume 
his marginally successful adjustment. At the time of his more cur- 
rent appeal for treatment, Charles was again quite discouraged. 
Although his work history had been quite stable, he had continually 
felt restless and insecure, and extremely doubtful about his abil- 
ity to live up to his responsibilities. He hadn't been happy with his 
job and had often suspécted that a mistake was responsible for his 
original hiring. He also felt that he didn’t do his work well and was 
lucky he hadn’t been fired. He was downcast over his marriage as 
well, feeling that he had failed as a husband and parent. He 
couldn’t see why his wife put up with him and seemed surprised 
that she hadn’t simply walked out and left him. The intensification 
of all these feelings during the six weeks prior to his seeking treat- 
ment, along with growing impulses to escape, either by leaving the 
scene of his difficulties or by ending his life, caused him to appeal 
for help. 

In telling his story Charles was obviously under much tension. 
He spoke quite frankly and seemed greatly concerned that he 
might not be telling the entire truth or that he might be less than 
honest with himself in some of his interpretations. It was felt by 
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formidable task and one undertaken with much less likelihood of 
substantial success. 


CONCLUSION 


Despite differences in the nature of the symptoms which are found 
in the various psychoneurotic disorders, it seems clear that common 
factors pervade many of the cases. First is the imposition by forces 
beyond the conscious control of the individual of a seemingly irra- 
tional pattern of behavior or set of symptoms on a victim who is in 
many ways unwilling to suffer as he does. Usually such victims 
are upset by their symptoms, recognizing the irrationality of them, 
and are threatened by their lack of control over themselves. In all 
cases the ordinary functioning of the individual is disrupted, despite 
the fact that contact with reality is relatively unimpaired. 

As individual disorders were described it probably became evi- 
dent that each involved a unique set of defensive mechanisms. For 
those suffering conversion reaction, dissociative reaction, and anx- 
iety reaction, repression seemed to predominate and specific symp- 
tomatology depended upon its success in controlling impulses and 
feelings or the peculiar twists taken to achieve this. In the phobic 
reaction displacement was the most predominant maneuver. For 
the obsessive-compulsive, obsession, compulsion, undoing, and iso- 
lation were foremost. Finally the depressive reaction used primarily 
the turning inward of aggressive impulses which characterizes such 

atients. 

It would be misleading to leave the reader with such an orderly 
view of what psychoneurotic patients actually look like. Because 
individuals are apt to adopt more than one mode of defense at a 
given time and because defenses are shifted from time to time, it is 
not uncommon to find a mixture of psychoneurotic symptoms. In 
such cases the embarrassment of riches makes it difficult to make a 
definite diagnosis. Despite the fact that the cases used here were rela- 
tively easily categorized, the careful reader doubtless recognized 
that Michael R.’s fear of insects was phobic in nature and that Ar- 
mand B.’s weight loss, sleeping difficulties, and crying spells were 
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depressive in nature, while both were diagnosed as obsessive- 
compulsive. Similar kinds of overlap between diagnostic categories 
may well be noted in other cases and, on the whole, are to be ex- 
pected in psychoneurotic disorders. The diagnostic category psy- 
choneurotic reaction, other, is reserved for symptom mixtures 
where no single pattern predominates, and might well be the most 
appropriate diagnosis more often than we should like to think. 


iki 


9, Personality Pattern Disturbance 


IN THIS CHAPTER and in the two which succeed it cases will be pre- 
sented which fall into an over-all diagnostic class known as per- 
sonality disorders (formerly termed character disorders). As a 
group such disorders are characterized by a way of life which is un- 
satisfying to the individual or, just as commonly, to those who must 
live with and put up with him. This unsatisfying way of life seems to 
stem from long-range developmental defects or pathological trends 
in the personality structure rather than from a reaction to distress- 
ing circumstances. In this and in a number of other respects, per- 
sonality disorders may be distinguished from psychoneuroses. 

In the psychoneurotic the symptoms are alien to the individual’s 
way of living and are experienced as unwanted intruders. They are 
also often accompanied by much consciously felt anxiety. In the 
personality disorder the symptoms, far from being alien to the or- 
dinary mode of existence, are part of the life style which has been 
adopted. Usually such symptoms, when they cause the patient real 
concern, may be likened to a dull ache, in contrast to the acute pain 
suffered by the neurotic. Quite commonly the individual suffering a 
personality disorder is more of a cause for concern to others than he 
is to himself. 

The personality disorders have been divided into three main 
groups, the first of which, the personality pattern disturbance, will 
be considered in this chapter. The classification disturbances of per- 
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sonality pattern include individuals in whom the personality struc- 
ture is rigidly fixed over a lifetime; hence, it may appear to be in- 
herent, although it is not. The depth of psychopathology is such that 
any regression might well result in actual psychosis, and therefore 
there is little room for maneuvering under conditions which are 
stressful. 

Four subtypes of personality pattern disturbance (inadequate 
personality, schizoid personality, cyclothymic personality, paranoid 
personality) are distinguished. Each will be described, illustrated 
with case material, and discussed. In a brief conclusion the subtypes 
will be compared. 


INADEQUATE PERSONALITY 


People diagnosed as having inadequate personality often seem to 
lack the drive and direction which would help them to make good 
use of their intelligence and abilities. As a result they will repeat- 
edly fail economically and socially. Although they may be good- 
natured and easygoing, they are inefficient and effete. Lacking 
ambition and initiative, they may seem dreamy and show poor judg- 
ment. It is as if there were a paucity of physical and emotional 
stamina, so that even though it might seem clear that a little effort 
would be rewarded, they cannot muster it. They may turn away 
with tangible results in sight. In their inability to defer immediate 
pleasure or to endure periods of discomfort, they seem most child- 
ish. As a result such people are improvident and remiss. Frequently 
they are looked upon as the “black sheep” of their families and the 
ne’er-do-wells of society. 


CASE STUDIES 


Martin A., a twenty-seven-year-old father of one child, was re- 
ferred to a community clinic by his family doctor. He had a spotty 
work history and as a result depended heavily upon the financial 
support of his in-laws during his frequent periods of unemployment. 
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At the time he was referred he and his family were living with his 
wife’s parents. 

Martin was the only child of a couple who separated when he 
was but four years old. Following this he was placed in an orphan- 
age for about a year before his father, who had remarried, took him 
back to live with him. He remained with his father for only eighteen 
months. There then ensued a period extending well into his teens 
when, at almost yearly intervals, he was shuttled between the 
home of his maternal grandmother in the northeast and that of his 
father in the southern town where Martin had spent his first six 
years. As a result the most vivid memory of his youth revolved 
about the instability that typified his existence. He was not able to 
be close to any of the adult figures that he lived with and generally 
felt that they looked upon him as a nuisance. His gradually increas- 
ing shyness and his constant moving around made it difficult for 
him to relate to peers. Martin also did poorly at the several schools 
he attended and by the time he was fifteen had only completed five 
grades. He was then placed in a special class in a public trade 
school in the south where he remained until he was seventeen. At 
that time he began trying to support himself, but went from one job 
to another, either because he did not find the work to his liking or 
because he was not able to get along with supervisors or fellow 
workers. When he was twenty he enlisted in the Navy, since he was 
subject to the draft, and almost immediately suffered an exacerba- 
tion of a stomach disorder that had begun when he was first 
placed in the orphanage. Much of his service time was spent in the 
hospital, and after eight months he received a medical discharge. 

Martin returned to the southern town where his father lived and 
at the age of twenty-three married a sixteen-year-old girl who 
seemed-dull and exceedingly immature. Their adjustment was 
poor, both because he was still unsuccessful in holding a job and 
because soon after their marriage Martin discovered that she was 
being unfaithful to him. This made him constantly suspicious of her. 
It was economically necessary that they live in the home of his 
wife’s parents, and this too made for much friction between them. 

Martin came to the clinic because he was under the impression 
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that his wife would be the prime clinical object of interest and he 
wanted her to receive help. Actually his in-laws, with the help of 
the family doctor, had instigated this move, because they felt 
Martin needed psychiatric care if his marriage were to be saved. 
He came late for his first appointment because of oversleeping, 
even though he had taken a day off from work for the purpose. He 
was dressed inappropriately in work clothes and seemed eager to 
talk and go into elaborate detail about his difficulties. In this, Mar- 
tin gave the impression that he was very immature and dependent. 
Despite this, he did not see himself in need of psychiatric help and 
admitted that he came largely to please his in-laws. The only per- 
sonal problem he admitted was a “neryousness” in connection with 
the stomach disorder which resulted in his Navy discharge. Martin 
saw this primarily as a physical disorder, however. He was placed 
on the clinic waiting list for treatment but, when offered an oppor- 
tunity to be seen regularly, he refused to come in again. 

Philip L., a twenty-eight-year-old married man, was referred to 
a community psychiatric clinic by a welfare agency social worker. 
His work record throughout life had been 
from time to time he and his wife had to re 
as a sole source of support. 

Born in a small town in New Jersey, Philip was the fourth in a 
family of eight children born in close su 


ccession to immigrant par- 
ents. He recalled having relatively little contact with his mother 
as a very young child because she always seemed occupied with an 


even younger child. When Philip was only eight and she in her 
late thirties, his mother died of a kidney ailment. His father, a 
tailor, did his best to hold his family together after his wife’s death 
by assuming much of the work she used to do. He also expected a 
great deal of his children, and Philip recalled frequent beatings 
which resulted whenever his actions in any way diverged from his 
father’s expectations. This and the memory of the family’s poor 
financial situation, which required them to go on welfare periodi- 
cally, are among Philip’s most vivid memories of his early life. 

One of the few other things he could call to mind from that time 
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was the constant difficulty he had in rousing himself early enough 
to get to school. During his school years one of their neighbors took 
a motherly interest in him and took steps to insure that he would 
get to school regularly. She went so far as to come to his home in 
the morning, help him dress and take him to his own room at the 
school. Although Philip did well as a student, he did not enjoy his 
school years. He had few friends and was shy about talking to 
other children because he felt very self-conscious. He completed 
only grade school and at sixteen decided to leave home by joining 
the Merchant Marine. He didn’t care for life aboard ship and, after 
making a few sea voyages, resigned. He returned home and held 
various jobs, generally as an unskilled laborer, and was either fired 
or impulsively quit each. When he was nineteen World War II had 
broken out, and he was drafted for Army service. His adjustment 
in the Army was poor and after committing several infractions of 
the rules, he was examined psychiatrically and subsequently dis- 
charged for emotional instability. 

Shortly after his return from the Army, when he was twenty-one, 
Philip met and impulsively married a waitress who was twelve 
years his senior. In relating this he stressed what for him were the 
“practical” advantages in this alliance, such as her regular in- 
come. He had no illusions about loving his wife, particularly so 
since he found sex to be “repulsive” and a trivial part of life. 
Throughout his marriage Philip’s work history was checkered. He 
managed to get a variety of jobs as an unskilled worker, but could 
hold none of them. He would generally get into conflict with bosses 
or fellow workers and then quit or was fired. As a result his wife 
had to work as often as she could, despite the fact that she was a 
sickly person. 

At the clinic Philip was vague about the problems which he felt 
needed treatment. He did acknowledge that he had a poor attitude 
toward life and accomplished little because he could not stick to ac- 
tivities once begun. He was also subject to much impulsive behav- 
ior, which did not help matters. In general he complained of a lack 
of will power. He also pointed out that he did not have very strong 
feelings about other people, and he recognized that he was differ- 
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ent from others in this respect. Admittedly, however, this did not 
bother him much. 

In his initial interview, Philip seemed like a pleasant person and 
made a good superficial impression. He tended to be aggressive 
whenever he was made anxious and it was the interviewer’s im- 
Pression that his frequent conflicts with others were in reaction to 
dependent needs which were denied. There was also some doubt 
in the interviewer’s mind about the amount of genuine concern 
Philip had over his problems. This doubt was confirmed when 
Philip refused to accept psychiatric treatment on the grounds that 
he couldn’t see the value of simply talking to another person. He 
went on to admit that his coming to the clinic in the first place was 
Mostly a maneuver to please the welfare agency worker. 


Discussion 


found in the inadequate per- 
of responsibility seemed to 


feel some dis- 
laws. Nevertheless, in his 
d his almost total inabil- 
his circumstances, he re- 


Satisfaction at having to live with ‘his in- 
casual attitude toward Psychotherapy an 


ity to accept personal responsibility for 
sembled Philip L. closely. 


From a dynamic 


Personality Pattern Disturbance 191 


emotional relationship with significant adult figures. Neither had 
available to him, in the formative years, a model who could be 
emulated. It also seems likely that both suffered from considerable 
deprivation of the dependency needs that are common to young 
children. Philip L. won some attention from a well-meaning 
neighbor and this minimal gratification apparently whetted his ap- 
petite for a primitive succorant relationship, which he continued to 
seek as he grew older. 

Tt seems clear that the psychotherapeutic treatment of such pa- 
tients is fraught with pitfalls. The two major obstacles to such an 
approach are the lack of motivation in the patient and the deeply 
rooted nature of the maladaptive behavioral pattern. Actually it is 
rare that such cases are seen in psychiatric facilities and, when they 
do appear, it is usually at the instigation of others, as occurred in 
both of the cases that were described. 

In their essentially low-level adaptation to life’s demands both 
of these patients resemble those diagnosed as suffering simple schiz- 
ophrenia. The major distinction between the inadequate personality 
and the simple schizophrenic lies in the extent to which the individ- 
ual seems to withdraw into a personal kind of existence that shuts 
others out. Both Martin A. and Philip L. in their general pattern of 
relating seemed to remain involved with others, albeit on a basis 
which was more typical of a very young child. For this reason the 
diagnosis of inadequate personality seemed more suitable. 


SCHIZOID PERSONALITY 


The schizoid personality adopts a pattern of emotional detachment 
as a reaction to the stresses that beset him. In a sense he is a person 
who has learned early that he is subject to extremes of emotional 
reactions often painful for him. A good way to insulate oneself 
against such discomfort is to control any affective response rigidly. 
This limits one’s capacity for enjoying life, but it affords the needed 
protection. It is thus that schizoids tend to deal with life. It usually 
becomes necessary to go a bit further if this defensive style is to be 
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effective. By limiting one’s reactivity and not permitting oneself 
to come in contact with situations which are overstimulating, there 
is less feeling to control. The net result of this rigidity and with- 
drawal is a drab, “shut-in” personality. Such individuals sometimes 
fail in maintaining repressive controls, and the behavior which re- 
sults may well be quite inappropriate, so that the schizoid is often 
looked upon as being “odd” as well as isolated. On occasion the 
schizoid’s inappropriate outbursts can be bizarre or dangerous. 

It has probably occurred to the reader that the foregoing descrip- 
tion might well apply to the pre-schizophrenic personality. In ac- 
tual fact, the episodic outbursts sometimes seen in the schizoid 
are frequently psychotic in nature. Furthermore, if the schizoid 
personality is exposed to prolonged stress, his personality charac- 


teristics become pathologically exaggerated and manifest them- 
selves in the form of a schizophrenic reaction. 


CAsE STUDIES 


Raymond A., a twenty-two-year-old unmarried man was admit- 
ted for the first time to the psychiatric unit of a county hospital after 
having been arrested for disturbing the peace. Unemployed, he was 
living in the surburban middle-class home of his parents when he 
was arrested. 

Raymond was the only child of a cou 
generally marked by an undercurrent of 
was a retiring, passive, 
the fact that he had no 
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a companion. To meet some of these needs she had chosen to work 
throughout her marriage as a receptionist for a physician and to 
leave the rearing of Raymond to sundry relatives, baby sitters, and 
nursery schools. 

Raymond’s early years were uneventful, except that it was noted 
that he never displayed much emotion, even when it seemed evi- 
dent to outsiders that he must be heartbroken. He made a good 
school adjustment, becoming an early favorite of teachers because 
of his quick mind. Socially, however, he chose to remain a lone 
wolf, An early interest in and talent for playing the trumpet earned 
him a place in the high-school band, but he failed to capitalize on 
this activity to make friends with fellow band members or with 
young people who came to the various functions at which the band 
performed. Despite his apparent disinterest in other people, he 
went through a stage in early adolescence in which he was unusu- 
ally meticulous about the way his hair was combed and would 
literally spend hours arranging and rearranging his hair. He never 
displayed any interest in the opposite sex and once confided in his 
mother that he feared that females might be sexually aggressive if 
he dated them. 

After being graduated from high school, Raymond decided to 
enroll at a small school of music in a large eastern city. He at- 
tended this school for only one term before becoming discouraged, 
feeling that he lacked the talent to succeed as a musician. Upon his 
return home he attempted to find work with which he would be 
happy but seemed to drift aimlessly from one job to another. Even- 
tually he began seeing himself as a nonconformist and began identi- 
fying with the existentialist movement. 

About three months before his hospital admission Raymond gave 
up any attempt to find work and began saying that anyone who 
had to work to earn his own living was a failure in life. He became 
personally untidy and unkempt. The same clothes were worn for 
days on end, and most of his time was spent alone in his room, 
where he practiced his trumpet-playing and wrote long essays to ex- 
press his philosophy of life. He refused to alter these habits and re- 
sented any attempt by his mother to clean his room or to persuade 
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him to change his clothes and be neater. He spoke of wanting to 


remain by himself forever in his own room and be 
mother admittance. 


On Christmas Eve Raymond was repeatedly invited to partici- 


pate in the family celebration that was taking place in his house, 
but he refused. Finally, 


harried by his. mother’s persistence, 
he slipped out his bedroom window and was later arrested by police 
on the complaint of neighbors that he was parading down the mid- 
dle of the street playing his trumpet. Raymond’ 
the police that he should be Placed in a hospita 
observed for a psychiatric disorder. 


During the thirty days that he was hospitalized Raymond was as 


indecisive about the course his life should take as ever. He offered 
various unrealistic plans which would take him out of his home 
town, the state, and even the country. Although he felt he should 
spend much of his time writing, he eschewed the idea of attempting 
to sell what he wrote and seemed to have no idea how he could sup- 
port himself—nor was he greatly concerned. After a thirty-day 


period of observation he was released from the hospital on the 
grounds that he did not display a severe enough disorder to warrant 
his remaining. 
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Stanley, along with the older siblings, attempt to shelter her or to 
do what he could to cheer her up. Being eight years younger than 
his next oldest sibling, Stanley found little companionship among his 
brothers and sisters, nor did they provide a stable parent figure, 
most of their energies at home being devoted to helping their 
mother maintain stability. Stanley had an equally difficult time 
finding much support outside the home. He was a self-conscious 
youngster who found it difficult to interact with other people. He 
managed to attain a relative anonymity among his peers in grade 
school, but high school was a painful experience for him. There 
Stanley felt that he was singled out by others as an “odd ball,” and 
the hurt this caused him made it even more difficult for him to re- 
late. He chose to enlist in the Navy after completing high school in 
1944 because he felt that he would be drafted anyway. His experi- 
ence in the Navy reduplicated that of high school in many ways and 
in some respects was even more upsetting. He was singled out as 
the object of the jokes of fellow sailors and was derided because of 
his social awkwardness and his almost total ignorance of and seem- 
ing disinterest in sex. 

When he returned home from the service Stanley elected to at- 
tend the state university, which was in his home town. As a stu- 
dent, he seemed to be as capable intellectually as his fellow stu- 
dents, but was constantly plagued with the feeling that he would 
not do well. His self-consciousness—coupled with these con- 
cerns—impaired his efficiency, and, after one year in which a me- 
diocre record was compiled, he dropped out of school. Following 
this he took the job as an elevator operator which he had when he 
applied for treatment. He reasoned that it would provide him 
with a small income while he decided what he should do in the fu- 
ture. During the year he was in college and the year he held the 
aforementioned job, he had no social life, devoting himself only to 
his hobby of collecting stamps in his free time. 

In appealing for help, Stanley indicated that he was not able 
to decide on a course to follow. He felt he should be able to do bet- 
ter than remain an elevator operator, but his lack of confidence was 
holding him back. He felt that he would like to return to college 
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but that he couldn’t make up his mind where to go or what to study. 
Stanley feared that his anxiety in social situations would stand in 
the way of success in school or in any responsible position, and he 
sought help with these problems. 

It was felt that Stanley’s long-standing problems required ex- 
tended treatment with a guarded prognosis. He was placed on the 
clinic waiting list until a therapist was available, 
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ess which can intensify the development of a schizoid shell in a 
youngster who is inclined to withdraw from stresses. Because he 
was shy and unable to rise to the social challenges posed by ado- 
lescence and later on by life in the Navy, he was singled out and 
taunted. This reaction from others made it still more difficult for 
Stanley to approach others freely and to become open to his emo- 
tions, thus leading to an exaggeration of the traits for which he was 


singled out in the first place. Under such circumstances, it was in-- 


evitable that he ultimately become clearly identifiable as a strange 
fellow. 
The occasionally strange behavioral lapses to which a schizoid 


personality might be subject was illustrated in the case of Raymond ~ 
A. The playing of the trumpet in the middle of a suburban street 


on Christmas Eve was decidedly odd and quickly brought down the 
wrath of the legal authorities on him. 
One could not be optimistic about the prognosis in either of the 


cases. Raymond A., of course, was an unwilling patient and psycho- ; 


therapeutic efforts would have very likely been futile. Stanley W. 
solicited help and did seem motivated to better his lot. Neverthe- 
less, in order to do so, it would be necessary for him to overcome 
lifelong habit patterns and to adopt an altogether new conception 
of himself—a monumental reconstructive task. Very likely, the 
most realistic approach with him would involve more modest goals 
aimed at encouraging him to operate more effectively within the 
limits set by his personality structure. 


CYCLOTHYMIC PERSONALITY 


Individuals falling into this category suffer what may be considered 
a subpsychotic case of the manic-depressive disorder. They are in- 
dividuals who are characteristically given to mood fluctuations 
which seem related more to internal factors than to situational ones. 
As with the manic-depressive, these fluctuations may involve ela- 
tion or depression alone, in which case such mood states tend to 


"E 


198 PATTERNS OF PSYCHOPATHOLOGY 


persist rather than to fluctuate, or alternations of euphoria and de- 


jection. Individuals of this type tend to develop manic-depressive 
reactions if they decompensate. 


CASE STUDIES 


Marlene T., a thirty-one-year-old divorced mother of one child 
Was admitted to a general hospital through the emergency depart- 
ment following a suicide attempt. She and her daughter had been 
living with her parents in the large west-coast city where she had 
Spent much of her life. 

An only child, Marlene grew up in materially comfortable cir- 
cumstances. Her father was a Prominent physician in their com- 
munity and had an extremely busy practice. This fact and the fact 


quire greater wealth, and 
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was clearly unthinkable. 
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private girl’s college where she majored in fine arts and education. 
While away from home and her mother’s watchful eye, she began 
dating and met a law student who was attending a nearby state 
university. They dated throughout her senior year in college and 
eloped just after her graduation, because they feared Marlene’s 
mother might try to break up the match. 

Shortly after the birth of her child after about a year of marriage 
Marlene began experiencing an exaggeration of mood swings that 
she had experienced earlier in a more subtle form. She began hav- 
ing periods of considerable activity, during which time she was very 
outgoing and sociable, and these alternated with periods when she 
was very irritable and depressed. These episodes were never ex- 
treme enough to require hospitalization, but they were disruptive 
enough to cause Marlene to seek psychiatric care and she was seen 
on a supportive basis during most of her nine years of marriage. 
Throughout much of this time her husband, who had outwardly 
seemed quite patient and long-suffering, had been carrying on an 
affair with his legal secretary, and, when this was discovered by 
Marlene about a year before her suicide attempt, she left him and 
filed for divorce. 

After taking up residence in her parents’ home Marlene’s mood 
swings continued, but she decided to dispense with psychiatric care, 
feeling that it had done her little good. The acute episode which re- 
sulted in her hospitalization occurred after a rare quarrel with 
her mother. The latter had accused Marlene of failing to be a good 
mother to her daughter. The little girl was by then nine years old. 
In the height of her anger and despondency Marlene took an over- 
dose of sleeping pills and retired, ostensibly for an afternoon nap. 
The empty box of tablets was discovered by her father; he per- 
formed a superficial examination and had Marlene rushed to the 
hospital. 

When she had recovered sufficiently, Marlene was examined by 
a psychiatric consultant to the hospital. He found her to be an at- 
tractive but rather histrionic person who related well with appropri- 
ate emotion. Though she was logical and coherent, she was over- 
active and expressed the fear that something ominous seemed 
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about to happen, without being able to specify what. She said it was 
such a fear which prompted her to attempt suicide. 

Within a week Marlene’s physical and mental conditions were 
sufficiently adequate to permit her to leave the hospital. She was 


strongly advised to seek further psychiatric care, and she reentered 
treatment with a private psychiatrist. 


Max E., a sixty-seven-year-old father of three children, was re- 
ferred to a private pyschiatrist in connection with acute symptoms 
of dejection that he had been experiencing for about four months. 
He lived with his wife in a fashionable suburb of a large city on 
the eastern seaboard and, when he was well, took a part in the 


management of a large automobile agency that he owned. 

Max had been born the eldest 
small Russian village where his father worked as a shoemaker. 
Max’s father was re; 


ers and a sister. 
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selling parts. His shrewdness as a businessman, enormous capac- 
ity for work, and natural gregariousness were factors which al- 
lowed him to prosper despite occasional setbacks, and eventually 
he was able to purchase the automobile agency which made him 
a wealthy man. 

At the age of twenty-five Max married a woman who, herself, 
had been a Russian immigrant and who, throughout the marriage, 
remained subservient to his every wish. She bore him three sons who 
were thirty-nine, thirty-seven, and thirty respectively at the time 
Max applied for treatment. They had all been well educated and 
entered into the family business, where they began engaging in a 
subtle conflict with their father for its control. Max readily admit- 
ted that throughout his life he had been a poor family man and fa- 
ther, but attributed his failings to the urgent press of his business af- 
fairs. Such business affairs were viewed broadly by Max, who felt 
that they extended well beyond the demands of the work day. 
He had always been obsessed with the feeling that his ultimate suc- 
cess rested not only on what he had to sell but also on how he stood 
in the community. Thus he was constantly engaged in social affairs, 
organizational functions, fund drives, and charities, none of which 
included his wife and children. Such activities kept him away from 
home until the early hours of morning, and when these did not de- 
mand his time he engaged in less formal social contacts with 
“friends,” nearly always people who might be “useful” in regard to 
his business. Max’s vacations were rare, and when he embarked on 
one it excluded his family. This constant round of activity was in- 
terrupted only occasionally by brief periods of dejection. 

About eight years before his appeal for treatment and about the 
time his youngest son entered the family business Max began to ex- 
perience more prolonged bouts of depression. These were charac- 
terized by a loss of interest in his work, including the social ac- 
tivities he once considered such an essential part of it. He would 
remain in bed throughout the day, despite the fact that he ordi- 
narily subsisted on a minimum of sleep, and spoke to no one. These 
States seemed to clear spontaneously after a week or two until he 
experienced a similar episode about four months before he applied 
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for treatment. At that time, in addition to the usual symptoms, Max 
began to despair over his business, began sleeping poorly and eat- 
ing sparsely, so that he lost twenty pounds. When he started to 


entertain suicidal thoughts, his family doctor referred him to a psy- 
chiatrist. 


When he was examined, Max was well oriented, completely co- 
herent, logical, and quite spontaneous. The content of his thought 


was pessimistic and self-deprecatory, however. He saw himself as 
no longer capable of competing with younger people, not well 
enough educated or intelli 


gent enough to maintain his business, 
and, worst of all, an “old man.” 
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complishment. Whatever the basic motive that impelled him, Max 
managed to become “successful” in some sense of that term. His 
kind of cyclothymic personality pattern, if accompanied by intel- 
ligence and some social skills, is apt to be a combination that makes 
for great success in endeavors which do not involve close interper- 
sonal relationships. Many extremely prominent people in politics 
and the arts possess many of these qualities. It seemed clear 
though that whatever his successes as a businesman, Max E. was 
a failure at activities requiring a deep emotional investment. These 
were most notably related to his family life. There his wife was 
little more than a housekeeper, and his children probably noth- 
ing more than the window dressing he needed to mark him as a fam- 
ily man in the eyes of others, whose opinions were all important to 
him. 

It can be seen in each of these cases that, when the typical char- 
acterological defenses no longer serve adequately, the result is an 
affective disorder. Both of these patients became depressed, Mar- 
lene T. seriously enough to attempt suicide. She probably was im- 
pelled by feelings of failure as a wife and a mother and by her re- 
sentment of her own mother, a person who had never offered her 
much understanding. Max E. reacted to the slowing down that re- 
sulted with his aging and the usurpation of his managerial role in 
his business by his sons. 

The backgrounds of each of these patients were not dissimilar 
respecting the relatively poor relationships they had with parent 
figures. In the past of both were rigid, neglectful parents who 
failed to comprehend fully the needs of their children and their 
own responsibility toward them. 

The prognosis for basic personality change in both cases was 
poor. Marlene T. was actually seen in therapy for several years 
without alteration of the cyclothymic pattern. Very likely the sup- 
port offered by this treatment permitted her some semblance of 
stability at times when she might have decompensated, as she did 
when she attempted suicide. Max E. was probably advised to engage 
in a superficial therapeutic relationship in order that he might be 
helped to take advantage of whatever environmental supports were 
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fered many physical complaints which incapacitated her periodi- 
cally, and at these times James would have to help around the 
house. At school James felt disinterested and did poorly. Neverthe- 
less, he completed high school, his parents desiring that he do so. 

The work history that followed was a very inconsistent one. He 
tried a variety of different jobs, most of which he left impulsively. 
Part of the reason for this seems to have been his unrealistic feel- 
ing that he really couldn’t perform well at any of these jobs because 
he wasn’t very capable. He felt that others knew that he was incapa- 
ble, and were quick to take advantage of him. Eventually he began 
an apprenticeship in designing women’s fashions and remained 
with that type of work, though he still changed firms frequently. 
Even in this work James was unhappy, feeling that he was under- 
paid and that he might not amount to much in the future. 

James indicated that he had come to the clinic because of the 
fear that he had over the very likely failure of his second marriage. 
In this he felt that his impulsiveness and his recurring thoughts 
about his wife and her former husband might undermine their re- 
lationship. Although he suspected his fears might be unwarranted, 
he constantly worried that his wife might become enamored of 
another man, particularly because her job brought her in contact 
with many successful businessmen. Because the thought of his, 
wife’s relationship with her first husband was so painful to him 
James destroyed every vestige of the furniture and household 
goods they had shared. This, however, was not enough, since, when 
they visited his wife’s sister in a distant city, James began wonder- 
ing if he and his wife were sleeping in the same bed she once 
shared with her former husband, and he had many fantasies about 
their sexual activities. James also felt that his wife’s old friends 
compared him unfavorably with her former husband. He was able 
to reason that one of the causes for these concerns was the fact that 
he had met his present wife while she was still married; he therefore 
feared that someone might be able to entice her away from him, 
just as he had stolen her from her first husband. 

In his initial interview at the clinic James expressed many ex- 
treme and somewhat unusual views. In discussing veterans (James 
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was not one) he said, “Most of them are jerks unless they saw ac- 
tion.” Other examples were “I don’t believe in our legal system. If 
people kill they should be killed. All communists should be extermi- 
nated. In fact I think all gangsters who tape children should be 
killed.” James seemed to Tecognize that his ideas differed from 
those of others and showed concern over this. He also worried 
about his impulsiveness. Despite these seemingly genuine concerns 
about himself, toward the end of the interview he admitted that a 
major reason for coming to the clinic was because he felt his wife 
was less likely to leave him if it appeared that he was concerned 


over his emotional state. He also insisted that he was in no finan- 
cial position to become involved in 


tic interviews, no matter how low 
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the same way for their mother’s favor, so that they never developed 
a warm camaraderie among themselves. Moreover, as they grew 
up they tended to go their separate ways. 

Christopher approached the school experience with the same 
compulsive need to win favor from teachers that characterized his 
relations with his mother. He was therefore a very docile youngster 
who did well academically. This singleness of purpose, however, left 
little room for close friends, and hence many of Christopher’s non- 
school activities as a youngster were solitary ones. He had a stamp 
collection, took long walks alone, or read to amuse himself. He 
also related that he began masturbating early in adolescence, and 
the guilt he experienced over this activity further isolated him from 
peers. 

After being graduated from high school as an honor student in 
1943, Christopher was drafted into the Army and served for over 
two years. While in the service his usual pattern of isolation from 
others was interrupted by an older man who went out of his way to 
be friendly. Eventually this man introduced him to homosexual 
Practices, and Christopher had many such experiences with this 
man, as well as with others, while in the service. He occasionally 
attempted to have heterosexual contacts with prostitutes but gen- 
erally found he was impotent. He rationalized that this might be due 
to his lack of feeling for these girls, but, when he later met a girl he 
Considered marrying, he again attempted heterosexual relations, 
only to meet with failure. When he was discharged from the Army 
Christopher enrolled at the state university, where he found that he 
was still a social isolate. Because of his concern over this, he did 
Not do as well academically as he felt he could. s 

In coming to the student health service Christopher complained 
of increasing tension and anxiety. He also was beginning to be very 
upset by the content of his courses in the social sciences. This made 
him shy and self-conscious and gave him the feeling that his own 
uneasiness was being communicated to his course instructors. Be- 
cause of this peculiar bond he imagined he established with his in- 
structors, Christopher felt that the professors became so distracted 
that their lectures were disorganized. Thus his very presence in 
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classes was disruptive. Christopher was also concerned that other 
men, like his program adviser, might understand him better than he 
understood himself. This heightened his self-consciousness and in- 
tensified lifelong feelings that he was in some way a special per- 
son who was easily noticed by others and singled out for special 
comment. 

An arrangement was made for Christopher to be seen on a regu- 
lar basis by a psychiatric consultant to the student health service. 
After a period of about one year, during which he was seen for sup- 
portive psychotherapy, Christopher’s acute symptoms subsided; he 


also became better able to tolerate them when they did appear in 
particularly stressful situations. 


Discussion 


The suspicion of others and the Projection of unacceptable inner 
feelings and impulses—both of which typify paranoid individuals 
of all types—were clearly manifest in these cases. James Z. felt that 
fellow workers saw him as inadequate, and he probably feared that 


In comparison to patients displaying other paranoid disorders, 
the ones described here are distinguished by a reasonably adequate 
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adjustment despite a pervasive suspicion of others and a mild so- 
cial isolation, The exacerbation of this tendency in both James Z. 
and Christopher W. seemed to follow some special stress: in the case 
of the former the problem of adjusting to marriage, and in the case 
of the latter the problem of having established defenses shaken by 
the content of what was being learned at school. In both instances 
the more acute symptomatology was simply an exaggeration of tend- 
encies which had been present for many years. 

Prognosis in these cases as in the others in the general category 
of personality pattern disturbance is poor. James Z. was altogether 
unamenable to treatment, having intended his appeal only as a 
means of enlisting the sympathy of his wife. Christopher W., whose 
symptoms were more intense than those of James Z., in that what 
was formerly a general predisposition to distrusting others began 
to take the form of a systematized delusion, was treated but 
supportively. While his acute symptoms subsided, no basic charac- 
terological change took place, nor was it attempted. It is not diffi- 
cult to speculate that a man like Christopher W., who was so sensi- 
tive to the possibility that others might wield inordinate influence 
over him, would greatly resist any therapeutic approach aimed at 
developing an intense emotional relationship between him and an- 
other person. 


CONCLUSION 


If there is a single thread which runs through all of these cases it 
seems to lie in the early experience of each of the individuals de- 
scribed and the self-picture derived from it. In all cases, at least 
one and more usually both parents are unavailable to the growing 
youngster as a figure who might provide the standards, values, and 
ambitions which give direction to life. As a result, each of the cases 
manifested acute and rather pervading feelings of personal inade- 
quacy. Major differences are to be noted in the way in which cach 
Teacted to these feelings. ? 

The inadequate personalities seemed to have given up all per- 
sonal pride and striving completely, and openly attempted to 
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lean on others for support. The schizoid personalities sought to re- 
duce their existence to some manageable size which meant with- 
drawal from many activities and an avoidance of emotional expres- 
sion. The cyclothymic personalities seemed to vacillate between 
their attempts either to put up with life or meet it head on and con- 
quer it, and the tendency to become dejected over their inade- 
quacy in the entire struggle. The paranoid personalities attempted 


to deny their personal doubts and lay responsibility for their diffi- 
culties at the feet of others. 


10. Personality Trait Disturbance 


THIS GROUP includes persons who are unable to maintain emotional 
equilibrium in the face of many of life’s usual stresses and who 
have difficulty functioning independently. In these cases the major 
disturbance is in the pattern of emotional development and is not 
due to acute neurotic problems. While most individuals fall into 
this category because of early experiences which shape certain life- 
long characterological and pathological methods of meeting prob- 
lems, one may also be so diagnosed whose behavior results from a 
Tegression to earlier characterological approaches to problems due 
to environmental or endopsychic causes. Persons suffering a per- 
Sonality trait disturbance are not as close to psychosis as those 
Classified as having a personality pattern disturbance and may en- 
dure further stress and regression without overt psychotic mani- 
festations. The three subcategories comprising this entity are emo- 
tionally unstable personality, passive aggressive personality, and 
compulsive personality. These will be described and demonstrated 
through case material, with discussions following each, and will 
then be compared in the conclusion. 


EMOTIONALLY UNSTABLE PERSONALITY 


Persons receiving the diagnosis emotionally unstable personality 
May well seem outgoing and friendly in their ordinary interactions. 


ON 
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However, they are usually tense emotionally and may suddenly 
burst out as a result of poorly controlled anger or in some other 
emotional display which seems inappropriate to the circumstances 
which provoked it. As a result, their relationships with others seem 
constantly to be strained by the threat of these affective outbursts. 
When their equilibrium is lost such individuals may shout, bluster, 
threaten, or even destroy objects and attack people. Some may de- 
spair, sulk, or be obstinately inaccessible. Jealous quarrels with 
members of the opposite sex are not uncommon among these peo- 
ple. The excitable outbursts found in these individuals, far from 
being evidences of vigor and strength of personality, seem to be 


a throwback to the tantrums and lability of the young child and, 
as such, reflect an immaturity of personality. 


CAsE STUDIES 


Rosemary C., an cighteen-year-old single girl, was taken to her 
family doctor after having taken many aspirin tablets in an impul- 
sive suicidal gesture. She was treated and referred to a psychiatrist 


because of the pattern of unstable behavior she had displayed over 
the few preceding years. 


Rosemary, 
her own moth 
first five ye 
ther in the 
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of such stresses. Because of this situation Rosemary found little 
teal companionship in the home and frequently returned to her 
grandmother for the attention and affection she needed. Her grand- 
mother’s death when Rosemary was twelve was therefore an in- 
consolable loss and marked the beginning of a very unstable and 
rebellious existence for her. 

At school Rosemary was able to do well when she applied her- 
self, but more often than not she shirked her homework in open re- 
bellion against the authority of her teachers. She was in frequent 
conflict with other girls over the attentions of favored boys in the 
school and was not above becoming engaged in physical conflict 
at times. She persisted in dating boys of poor reputation and, when 
tebuked by her parents, often responded with such an attack of 
hysterics and screaming that they were all disturbed for days. 
When she was sixteen, Rosemary decided to leave school, after 
having been chided by a teacher for smoking in the rest room. All 
efforts by her family to dissuade her failed, and she took a job as a 
Salesgirl. 

Rosemary’s work history from the time she left school to the time 
she was sent toa psychiatrist was a checkered one. She failed to stay 
at a job for more than a few months, and she either left in fury or 
Was fired for having committed gross errors of judgment when 
faced with relatively minor pressures. 3 

The incident leading up to Rosemary’s psychiatric referral in- 
volved a young man she had been seeing steadily for some months. 
Her parents had tried to discourage the relationship because of the 
Young man’s unsavory reputation and because they feared Rose- 
mary might consider marrying him. When their more oblique efforts 
to break the couple up failed, they confronted Rosemary di- 
Tectly with their concerns and insisted that she stop seeing the boy. 

stormy scene followed, climaxed by Rosemary’s abortive at- 
tempt at suicide. 

When she was interviewed by the psychiatrist to whom she was 
Teferred, Rosemary was tense and hesitant initially, but as she 
Brew to feel that she would not be punished or rebuked she relaxed 
considerably. After two sessions she was able to talk freely and 
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openly. Without displaying any deep insight, she showed some 
awareness of her difficulties and sincerely seemed to desire help in 
finding a way out of them. It was felt that she was an immature, im- 
pulse-ridden girl who had used the suicide attempt to punish her 
parents and to extort attention and affection from them. It was 
also felt that she might respond well to a warm, supportive figure 
and that her parents too might profit from counseling with respect 
to developing a better understanding of Rosemary’s needs and the 
effects their relationships had on her. 

Rosemary was seen in weekly therapy sessions for a period of 
about nine months. During this time she decided to give up the 
boyfriend regarding whom she and her parents had quarreled. Fur- 
thermore, she met a more acceptable man and they were consider- 
ing marriage at the time treatment ended. The relationship with 


her parents also improved greatly over the course of treatment, 
which was concluded at the mutual agreement of Rosemary and her 
therapist. 


Lorraine R., a thirty-two-year-old married mother of one child, 
applied for treatment at a New England psychiatric clinic at the in- 
sistence of her husband, after an abortive suicide attempt. She and 
her family were living in lower middle class circumstances in the 
town of her birth. 


Lorraine was the third of four children, having only one brother, 
who was the youngest sibling. Her father worked as a waiter and 
general kitchen hel 


per in a hotel in a resort colony on the New Eng- 
land coast. Since hi 


and when he was at home insisted that th 


ey be obeyed rigidly. 
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Otherwise he had little regard or concern for their problems and 
feelings. 

Lorraine’s mother was a less-domineering person in all respects 
but one. She was extremely critical of males in general and any 
her daughter became friendly with in particular. She unleashed ti- 
rades on the unfairness of the favored position men hold in life and 
warned against the complete self-interest of these unfeeling crea- 
tures. She was unsatisfied with the choice of mate that each of her 
older daughters made and was quite vocal in her expression of this 
feeling. As might be expected, Lorraine’s parents were not happy 
together and their marriage was marked by frequent separations. 

Scholastically Lorraine had no problems, being graduated from 
high school in the top third of her class. However, her family’s 
meager income made it necessary for her to work after school, and 
this, coupled with her mother’s attitudes, restricted her to a very 
unsatisfying social life, with few friends or activities. After her 
graduation she obtained work locally as a stenographer until the 
outbreak of World War II, when she took federal employment in 
Washington, There she met her prospective husband, a fellow 
New Englander who was in the Army. After a short courtship they 
became secretly engaged, just before he was sent overseas. Neither 
her parents nor her husband’s were informed of the engagement, 
although they did know that the younger people had been seeing 
each other. Lorraine did not see her fiancé again until near the end 
of the war, when he returned to the United States. Instead of re- 
turning to New England, he came to Washington and he and Lor- 
Taine were married in a few days. t 

Shortly after a civil ceremony Lorraine experienced considera- 
ble anxiety over what her family might think of what she had done 
and managed to slip away from her husband and took a train back 
to New England. Her husband, suspecting what had happened, fol- 
lowed her and presented himself to Lorraine’s parents. By the time 
he arrived Lorraine had convinced herself that the marriage had to 
be annulled. Her husband managed to dissuade her from this and 
convinced her that they should return to his home town. There he 
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found work and they set up housekeeping, but Lorraine had diffi- 
culty adjusting to his family and friends and on several erie 
left home impulsively to visit her mother. Ultimately her husbani 
decided to give up his semiskilled factory job and to seek another in 
a town near where Lorraine’s parents lived in order to preserve the 
marriage. 

Lorraine’s son was born shortly after this time and she seemed 
to become relatively contented with her marriage. This relatively 
placid state was short-lived, however, since her favorite sister, who 
lived nearby, had a violent quarrel with her husband, as the result 
of which the couple was on the verge of a permanent separation. 
Lorraine became very upset at this and pleaded with them to re- 
consider their decision to break up. They responded to her hyster- 
ical pleas and were reconciled, but only for a short period of time 
following which they turned, in their bickering, on Lorraine and 
blamed her for keeping them together. 

Following a heated scene in her home when Lorraine’s sister and 
brother-in-law reproved her for interfering with their lives, Lor- 
Taine became hysterical. She wept profusely and, on impulse, rushed 
into the bathroom where she cut her wrist with a razor blade. The 
wound was superficial and was easily closed by the physician to 
whom she was taken. After observing her extremely disturbed 
emotional state, he urged her to see a psychiatrist, and it was on 
this recommendation that Lorraine’s husband insisted that she seek 
treatment, 

Lorraine was accepted for outpatient care and was seen weekly 
for a period of three months, During this time she discussed either 
superficial personal matters or the difficulties which were being ex- 
perienced by members of her family. She ended her contact with the 
clinic very abruptly and failed to Teturn in the four-year interim. 


Discussion 


Both of the patients that have been described were labile, impulsive 
characters given to outbursts of 


i strong feeling. In each case the be- 
havior which brought them into contact with psychiatrists involved 
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suicidal attempts or gestures; yet, various other types of impulses 
were expressed by both people. Rosemary C. engaged in much re- 
bellious behavior, lashed out hysterically when frustrated, with- 
drew from school when rebuked for a minor offense, and was un- 
stable in the face of pressures at work. In her case it appeared that 
she was functioning at a childish level of adjustment and was 
tossed hither and yon by impulses she could not control. Lorraine 
R. also displayed much childish acting out in the face of stress, but 
she seems to have been a more adequate person up to the time of 
her marriage. The stress of marriage seems to have caused a re- 
gression in her to a more immature mode of adjustment. Thus she 
started her wedded life by fleeing impulsively. There ensued a se- 
Ties of chaotic relationships with in-laws and with her own family, 
culminated by a hysterical breakdown at the idea of her sister’s 
Marriage being disrupted, possibly because of her ambivalence 
about the desirability of her own marriage. When she was finally 
turned on by her sister and brother-in-law in an accusatory tone, 
Lorraine again reacted impulsively and probably cut her wrist to 
punish her oppressors as much as to extricate herself from the situa- 
tion. 

It was interesting to observe that in the backgrounds of both 
Cases one or both parents were themselves somewhat unstable, thus 
Providing either a good model for instability and/or a poor model 
for the development of a stable set of values and goals. Rosemary 
frequently observed breakdowns in her mother and doubtless rec- 
Ognized how her mother’s weakness resulted in much concern and 
attention from her father. Thus, in her mother’s difficulties she 
felt both a loss of attention she might have wanted for herself and 
Saw a way to retrieve this loss. Lorraine R. seems to have devel- 
Oped some superficial stability by identifying with her aggressive 
father, but basically she seems to have felt weak and inadequate. 
Because of her unsatisfying relationship with her father and her 
mother’s dire warnings about men, marriage was 
situation for her. In the face of this stress she seems to have re- 
gressed to a more immature and childish mode of adjustment than 
she had displayed earlier. 


indeed a stressful 
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Treatment for both patients was oriented toward support and 
superficial insight. Rosemary C. may have responded well sae 
many of her dependency needs were being met by the attention she 
received from her therapist as well as that mobilized by the family 
after her suicidal gesture. Lorraine R. seemed too threatened by 
her therapist ever to develop any but the most superficial rela- 
tionship with him, possibly because her own dependency needs 
were too anxiety-laden. 

At times the distinction between the emotionally unstable per- 
sonality and the passive-aggressive personality, aggressive type, is 
not easily made. Similarities and possible differentiating features be- 
tween the two will be taken up in the next section. 


PASSIVE-AGGRESSIVE PERSONALITY 


This personality disorder occurs in three varieties having a com- 
mon etiology. It is felt that the central feature in the passive- 


aggressive personality disorder is the presence of deeply felt, unmet 
dependency needs with conse 


The particular form taken b 
individual learns to react to 


quent frustration and resentment. 
y the disorder depends upon how the 
this stress. In some, 


of reacting is chosen, so that the reaction 


more than one way 
types to be described may 
occur interchangeably. 


In describing the ways in which one 


may deal with unfulfilled 
dependency needs we ma 


y conceptualize a behavioral continuum 


tely enough this kind of per- 
pe. 

cal continuum we have the in- 
nd directly. It is as if he would 
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actively snatch the affection and attention which was denied him, 
if he could, and, if he can’t, he is overt about his resentment. This 
person is apt to be irritable when frustrated. He will throw temper 
tantrums and may even become destructive. Many such individuals 
are hostile, provocative, aggressive and ambitious, carrying a “chip 
on their shoulder.” They demand special attention and may assume 
unwarranted authority. They may seek out situations in which they 
can be argumentative toward authorities. Much of this behavior 
can be seen as either a direct attempt to gain oral supplies or a 
denial of the existence of these needs. Behavior manifesting this 
way of dealing with such problems is called the aggressive type. 

At the midpoint of our passive-aggressive continuum we have 
an individual who is neither so openly dependent as those at one 
extreme, nor so overtly aggressive as those at the other. Feeling 
both dependency and resentment, such persons cannot comfortably 
express either. As a result a passive hostility is displayed. Such 
measures as pouting, stubbornness, procrastination, inefficiency and 
Passive obstructionism are common. This, of course, makes for a 
Poor worker, one who is difficult to deal with, and one who can 
have a demoralizing effect on others. This type of reaction is called 
Passive-ageressive. Les 

The general category of passive-aggressive personality is per- 
haps one of the most widely used of the variety of types found un- 
der personality disorders. 


Case STUDIES 


Christine K., a twenty-nine-year-old mother of three children, 
Was seen by a psychologist in private practice in a suburb of a large 
West-coast city. A person with some college training, she was ate 
Wife of a physicist employed by one of the large aircraft companies. 
The couple had resided in the community for nearly two years and 
Were renting an apartment in a large garden-type development; 

_ Christine grew up in the midwest as the youngest in a family of 
SIX children born to a struggling farm family. Her parents had not 
Planned to have another child when she was born and, in fact, her 
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arrival was looked upon as a difficult burden. Her mother ae E 
proaching forty and had begun to suffer with an arthritic E oo 
that plagued her until her death twenty-five years after C a : 
was born. As a result Christine always felt deprived of the kind 9 
mother she felt most girls had. Although she rationalized this she 
could not help but feel from time to time that she was unwanted. 
At other times she bitterly resented what she interpreted as) heg 
mother’s self-centeredness and total indifference to Christine’s 
needs. Christine’s father and her siblings alike tended to be preoc- 
cupied with the task of making financial ends meet, so that her 
childhood was a lonely, companionless one. 

Christine’s one source of satisfaction was found in her school- 
work, in which she excelled. After completing high school, she 
elected to attend the college of education at the nearby state uni- 
versity over the protests of every member of the family, 
whom had any formal education beyond high school. She tried to 
Support herself during school by working nights and summers as a 
waitress, but found after two years that this routine was too diffi- 
cult and gave it up. In the meantime she began seeing her husband- 
to-be. He was a fellow student at the state university, albeit a few 
years ahead of her. Christine worked for two years to help out the 
family, and at twenty-two married her intended. The latter had 
just received a master’s degree in physics, 

Because of lack of professional o 
left the midwest. For the first five 


none of 
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and ultimately the old feeling that she lacked real substance as a 
person returned. She would then look forward to moving in the 
hope that a change in setting would bring about the miracle of giv- 
ing her confidence and inner strength. This never really helped, 
however, and in the months before she sought aid the old self- 
doubts beset her. She began to fear that her children would acquire 
the same doubts and inadequacies that she had. She also began to 
realize that she could no longer look forward to the hope that a new 
move might help to cure her, so she sought professional help. 

When she was seen initially Christine related warmly and some- 
what dependently. She displayed no evidence of psychosis and made 
no effort to blame anyone but herself for her problems. She told of 
being easily upset by the inconsiderateness of neighbors, acquaint- 
ances, and the like, but was totally incapable of asserting herself 
and pointing out to them how she felt. 

Christine was accepted for weekly treatment sessions and was 
Seen for a period of about nine months. During this time she tended 
to grow somewhat dependent upon her therapist but grew to be 
More assertive in appropriately unburdening herself of resentment 
as it was stirred up. As a result she found that the barriers between 
herself and other people were diminished and she developed some 
good friends among her neighbors. Her relationship with her hus- 
band also improved in that she began to be able to communicate 
With him on a level never before possible. 


Belle G., a thirty-eight-year-old childless divorcee, was seen pri- 
Vately by a psychiatrist in a southern city after intensive medical 
examination failed to reveal an organic basis for her many physical 
Complaints. She had been living with a younger sister and her family 
i a small apartment in a better section of her native city. 

Belle was the third of five children born to @ southern family. 
Her father was a very dominant man who ruled the house with an 
iron hand, and had little patience with any displays of affection. 
Her mother was a very sweet, and very weak, woman who show- 
acd the children with affection, but bowed to 
in case of a conflict, Belle was described as a 


her husband’s wishes 
favorite of her moth- 
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er’s and as one who constantly solicited her attention. Her a 
ing was curtailed in the tenth grade, at which time she decided A 
take a clerical job. This attempt at independence was short-lived, 
since she soon met and married a rather unsuitable young man. 
Although he had been attentive during their brief courtship, after 
their marriage Belle found that he was a drug addict who hoped she 
would be able to support him in his addiction. When he was ar- 
rested shortly after their marriage Belle divorced him and moved 
back to her parents’ home. During this time she supported herself 
on her income in various clerical jobs. 
She married again when she was twenty-five, this time to a seem- 
ingly more stable man who was ten years her senior, She was happy 
in this marriage until three years prior to her appeal for help when 
she inadvertently discovered her husband was carrying on an af- 
fair with his secretary. Reacting impulsively, 
vorcing him. She took up residence with her yo 
mother had recently died and she did not fe 
father’s home. From that time on she began 
ety of somatic complaints and was constan 
physicians. On one occasion she underwe' 
which brought no relief. She began using 


relief from pain, and at times was virtually bedridden. She consid- 


ered the fact that her symptoms appeared at the time of her divorce 
as a meaningless coincidence, 


Belle finally agreed to see a 
recommended this and after he 
happy with the demands that 


she insisted upon di- 
unger sister, since her 
el comfortable in her 
complaining of a vari- 
tly in consultation with 
nt a surgical procedure 
narcotics extensively for 


es and analgesics, and her 
interested primarily in her 
described by her psychi- 
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terests and get out of the house as much as possible, Belle said, “I'm 
just too weak to do the things others do.” Instead she spent much 
time at home in bed grooming herself and writing bits of poetry. 
She denied the existence of any emotional problem. She generally 
portrayed herself by voice and manner as a helpless little girl who 
was desperately in need of help and who was full of excessive de- 
mands. She was frequently flirtatious, but in a rather mechanical 
way. On occasion when she took to her bed at home she refused 
meals unless they were brought to her. She often needed assistance 
from her sister to go to the bathroom, but could walk unaided to the 
telephone to make a call. 

In general Belle was a highly demanding and noncooperative 
Person to live with and a difficult patient to treat. After being seen 
bya psychiatrist for seven weekly interviews, she decided to termi- 
Nate treatment, feeling that it was getting her nowhere. She also de- 
cided at that time that she was hasty in having left her husband and 
approached him with the idea of remarrying. When last heard from 
she had high hopes that this reconciliation would be possible and 
felt better physically. 


Myron C., a twenty-nine-year-old married man, applied for 
treatment as a self-referral to a community-supported outpatient 
Clinic in a large southern city, where he had recently moved to op- 
erate a business. He had become acquainted with the services of- 
fered by the clinic through a cousin who had once been a patient 
there, 

Myron was born in a large metropolis in the north. His parents 
Operated a real estate agency and were always quite comfortable 
financially, Myron’s father was described as a somewhat inef- 
fectual person whose financial success was attributable largely to 
the efforts of his wife. His father often found it difficult to get to 
Work on time and frequently ignored important details—which ir- 
titated clients and was damaging to the success of the concern. As 
a result Myron’s mother gradually took over the more active role of 
Seeing clients and managing the work of the agents they employed, 
Telegating her husband to the role of office manager and book- 
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keeper. Despite his own apparent lack of drive, Myronis father, 
along with his mother, always cherished the idea that his only son 
would achieve considerable success in one of the professions. The 
two older children in the family were females and less was expected 
from them. y 
At school Myron was something of a disappointment to his par- 
ents. He was obviously bright enough to do well, but failed to de- 
velop any serious interests, and never exerted enough energy to do 
more than a mediocre job. After leaving high school he attempted 
college work by taking evening courses in a large university in the 
city. His father quite willingly supported him at this time without 
requiring that he work at anything but his studies. Nevertheless, 
Myron developed the pattern of sleeping much of the day, so that 
he failed to keep up with assignments; and when he would fall far 
behind, he would simply stop attending classes. Despite an invest- 
ment of two years in evening school, Myron finally decided to quit 
and readily accepted his parents’ offer to teach him the family busi- 
ness, In this new function he was no more successful than he had 


been at school and for the same reasons. He lacked the drive to 
do well as a seller of real estate and hi 


at he knew he cou’ 
as he had been, and this seem 


ed the easiest Way out. While in the 
Army he experienced much di 


frequent “hot water” because of his lackadaisical attitude. 

When he was discharged at the age of twenty-eight, Myron mar- 
tied the daughter of some old friends of the family and resolved to 
mend his ways and make something of his life. Soon after his mar- 
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Tiage an unparalleled opportunity turned up for fulfilling this reso- 
lution, His father’s brother, having reached retirement age, invited 
Myron to move to the southern city where he lived, and to take 
over the management of a very successful pawnbroker’s business 
that he owned. His uncle promised that the business would eventu- 
ally revert entirely to Myron provided he could demonstrate ability 
to help it flourish. 

With high hopes Myron and his wife moved to the South, where 
he took charge of the pawnshop. Myron managed to do an ade- 
quate job as long as his uncle was with him in the shop teaching him 
the routine. As soon as he was left to his own devices, the business 
began to deteriorate. Many mornings he was not able to rouse 
himself in time to open the shop on time. He also decided he 
needed to hire an assistant; once he had done so, he began spend- 
ing much time away from the business on extended lunch hours 
and in afternoon movies. As a result of his neglect and his belated 
discovery of his assistant’s dishonesty, profits took a sharp nose 
dive, and his uncle began to express grave concern. It was at this 
time that Myron began questioning his adequacy as a person 
and considered psychiatric assistance. 

When he was examined, Myron was described as a stocky, 

Passive man, quite verbose but circumstantial. He seemed to be 
trying very hard to be pleasant, cooperative, and agreeable, but 
despite this managed to spend a great deal of time evading funda- 
mentals, To a great extent he seemed to control the interview and 
block its progress in spite of his superficial conformity. 
4 Despite grave doubts that he would make a genuine investment 
in psychotherapy, Myron was offered the opportunity for weekly 
Meetings which would be directed toward helping him deal with the 
Practical problems he faced. After appearing for three such ses- 
Sions, Myron failed to return or offer any explanation for his with- 
drawal. 


uction worker, was seen 


Daniel O., a twenty-four-year-old constr 
he eastern seaboard on 


in a psychiatric clinic in a community on t 
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the referral of his family physician. He was married and the fa- 
ther of one son, and at the time of his referral his wife was preg- 
nant. 

In recounting his personal history Daniel tended to gloss, over 
details and to characterize his childhood in general terms. Thus he 
saw himself as a happy, carefree, mischievous youngster. As he 
continued to discuss his past he related, as a fact of some signifi- 
cance, that there were many adults in his home. In addition to his 
parents there were an aunt and uncle who lived with them. He 
further complained that because of this and because, after an older 
brother died when Daniel was four, he was the eldest of a large 
number of children—eight in all—he was often expected to take 
on unwanted responsibilities. He often had the feeling that there 
was always something for him to do and that people were ordering 
him about. He developed considerable resentment over this, and as 


he grew up he manifested considerable rebellion. In school he was 
frequently sent home by the princi 


ivial matters and drank some- 
what more than usual. 


The events leading up to his application for treatment occurred 
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about three months prior to that time. It was then that Daniel’s 
mother, who had been ill for some years with a heart condition, 
died. It was also around this same time that he discovered that his 
wife had, unexpectedly, become pregnant once more. Initially he 
Was quite depressed and remorseful over his mother’s demise and 
castigated himself for not being as good a son as she deserved. As 
his grief began to subside, however, he became particularly irrita- 
ble with his wife and child and his drinking increased. A few days 
before he came to the clinic Daniel had a particularly heated argu- 
Ment with his wife which culminated in his striking her. She became 
concerned lest the shock and injury disrupt her pregnancy and 
Went to see her doctor. After telling him what happened, the doc- 
tor spoke to Daniel and strongly urged that he seek psychiatric 
Care, 

Although only of medium height, when he was interviewed in the 
clinic Daniel gave the appearance of being a very vigorous, athletic 
Person. He seemed to delight in describing his youthful escapades 
and his generally brawling manner. Eventually, however, he be- 
came serious, especially when discussing his mother’s recent death 
and his recent relationships with his wife. With respect to the latter, 
he was able to admit openly that he had the growing feeling that 
his wife no longer cared for him. He felt that she saw him merely 
aS a “meal ticket” and had not been giving him any affection for 
Some time. She always seemed more concerned with housework and 
his son’s welfare than with his own emotional needs, and he greatly 
Tesented being shunted out “into the cold.” 

Daniel was offered an opportunity to be seen in weekly treat- 
ment sessions by a psychiatric case worker and indicated a desire 
to consider this possibility. When he failed to call in to the clinic 
after a month had passed, he was invited by letter to return, and 
failed to respond once more. Several months later, it was discovered 
informally that his wife had left him and was seeking a divorce, and 
that he had been arrested for public intoxication and disorderly 
Conduct. 


228 PATTERNS OF PSYCHOPATHOLOGY 


DISCUSSION 


While each of these people displays an idiosyncratic picture to 
some extent, an overriding theme seems to predominate. In every 
case the need for love, affection, warmth, and acceptance is clearly 
present. ; 
Christine K. displayed much Passivity but at the same time a 
great need for acceptance and warmth which became apparent as 
she developed a relationship with her therapist. Diagnostically she 
presents more of a mixture of the symptoms of this syndrome than 
do any of the other cases. In her ordinary relationships she did not 
permit herself to become too dependent on others, yet she was 


never able to assert herself either and manifested much passivity. 


Belle G. presented a picture of a much more blatant appeal for 


care and affection than did Christine K., and as such is probably a 
passive-dependent type. Her marriage to a man ten years her 
senior mildly suggests the need for a father. Her behavior subse- 
quent to her divorce, however, was unmistakenly childlike and 
clinging. Likewise her demanding nature in therapy and her ap- 
peals for sympathy reflect the same pattern. Her ultimate solution 
of her problem involved giving up the attempt to gain attention 


from such unwilling figures as her sister and her psychiatrist and 


returning to her former husband. Apparently, despite his faults, 
he was able to provide her with the emoti 


onal props that were so 
important to her, 


» at the same time 
whom he felt were never interes 


described as a passive-age 
tion and negativism, whi 


Ong past the time when most men are be- 
coming independent, His behavior when interviewed reflected that 
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which often typifies such a patient. He seemed quite verbal and 
Cooperative, but at the same time managed to evade any real get- 
ting down to facts. 

Finally, Daniel O. seems clearly to represent the aggressive type. 
His general way of relating throughout life involved rebellion and 
Tesentment of the demands others—especially authorities—might 
make on him. He was a ringleader among malcontents, and 
Scrapped frequently with bosses. The events leading up to his being 
seen psychiatrically seemed to be ones which robbed him of possible 
Sources of affection. His mother’s death and the prospect of his 
wife’s becoming occupied with the care of a second child who 
Would preempt the attention she might give him led to an ex- 
acerbation of his aggressiveness. Thus he struck his pregnant wife 
and began taking out his resentment on his child. In a rare display 
of insight for such a patient he was able to express to the psychi- 
atrist his great need for love and affection from his wife. 

In his impulsiveness and frequent acting out Daniel O. resem- 
bled the emotionally unstable personality, and particularly Rose- 
Mary C, who was often given to aggressive outbursts. The pri- 
Mary difference between the two seemed to be the fact that Daniel 
0.’s acting out nearly always took the form of angry, resentful ges- 
tures and these generally were directed toward actual figures or 
Symbolic figures who frustrated his need for dependency. Rosemary 
C. manifested some despondency as well, but her acting out took 
forms other than aggressiveness and seemed related to a generally 
low tolerance for frustration of any sort. 

The supportive-therapy approach that was offered most of these 
Patients was partly a function of the type of settings to which they 
applied. In part however it is a function of the disorder too. Since 
the disorder is one which has its roots in early-established, perva- 
Sive habit patterns, the deeper, more intensive therapies aimed at 
a development of insight are often bypassed in favor of more 
Superficial approaches. 

; The outcome of treatment varied quite 
it seemed, upon the extent to which the sy 
Patient from becoming involved in the proc 


considerably, depending, 
mptoms prevented the 
ess of psychotherapy. 
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Belle G. was so dependent that any therapeutic efforts were taken 
as an opportunity to cling tenaciously and there was no thought 
whatever of exploring causes for her maladaptive behavior. The 
passive obstructionism which always characterized Myron C. prog 
vented the development of a deep investment in treatment on his 
part. Daniel O.’s generally resentful nature toward authorities DEES 
vented his even returning for a second visit to a psychiatric clinic. 
It may well have been that he was himself threatened by his admis- 
sion that he needed his wife’s love and resented the loss of attention 
from her that he had suffered in recent years. Christine K. managed 
to hold both her dependency needs and her passivity in check, so 


that she could develop a good Supportive therapeutic relationship 
aimed at dealing with the current problems she faced. 


COMPULSIVE PERSONALITY 
The compulsive personality lies on a continuum marked by the 
obsessive-compulsive neurotic at one extreme and the normally effi- 


, and seems to fall some- 
where between the two. He fails to mani 


> the compulsive Personality is an i 
daydreamer, 


Case STUDIES 


Sally June R., a thirty-year-old mother of one son, was referred 


gical clinic of a large state University in the South. 


h AA 
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She was married to a commercial artist and resided in the middle- 
sized university city in which she was reared. 
Sally June was the second of three daughters born to a rather 
wealthy family. Her father, a crude, uneducated man, had built a 
pall family grocery business into a chain of self-service markets 
Which covered a wide area of the section of the state in which they 
lived. He was a harsh, demanding person who dominated every- | 
One in the family. Proud of his own ability and material accom- 
plishments, he expected a great deal of everyone else and was none 
too gentle about letting them know whenever he felt they didn’t 
Measure up to his standards, which was quite often. As a youngster 
Sally June did her best to please her father and seemed always on 
edge in her relationships with him. This seemed partly owing to her 
Own sensitivity and partly because, in his uniquely heavy-handed 
ena he might at any time scold and curse at one of the mem- 
ers of the family. Sally June’s mother, a quiet, dependent woman, 
Was not exempt from his attacks and rarely provided a source of 
Tefuge for her intimidated children. 
eae June completed high school with an 
ae chose to attend the local state universi k 
er expected this of her. There she majored in home economics, 
ia to compile an average record, and be graduated. While 
in college she met her future husband, an art student at the same 
ean and they began a courtship that was to Jast almost ten 
Ts, 
me her education was completed Sally 
ts business office. She did secretarial work there and was 
ery uncomfortable for fear that she would do something to 
perce her father. She was described by fellow workers as an 
raordinarily conscientious, careful worker who was quite hu- 
Parn To those in whom she could confide, she often spoke of her 
ea about the adequacy and correctness of things she might have 
ene she was twenty-seven, : 
cen struggling to develop a career in 


undistinguished record 
ty because she felt her 


June took a job in her 


Sally June married her fiancé. He 
the field of commercial 
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art so that he could afford marriage. He worked for a local Ee 
paper and throughout their marriage the couple iia wer a 
ends meet. Sally’s ever-present uncertainty about how well s a 
doing her job as a wife and homemaker drove her into ae E 
tivities. She almost methodically became active in church a k 
and the “right” community organizations. In those a A 
never developed any close friends, but many people ele ad 
thoroughness and the care with which she undertook any tas a nS 
Soon responsibilities were heaped on her. These compounde a 
concerns over her personal adequacy, and, when her son k 

born about a year and a half before she appealed for penine 
Sally June became even more impaired. She began to be eee 3 
lized by her doubts and found it difficult to decide what to cook fo 


isit 
dinner, whether to take the baby out for a walk, when to vi 
friends, and so forth. 


Gradually she found it diffic 
ceries, being full of doubt 
After making purchases sh 
she had overpaid for article: 
not bring herself to buy c 
making a choice was such 
condition came to the atte 


ult even to do the shopping for BO 
that she was buying the right things- 
e regretted her choice and feared He 
s. Things reached a point that she coul 
lothing for herself, because the task of 
an overwhelming one for her. When her 
ntion of her younger sister, who was her- 
inic to Which Sally June eventually went, 
she was urged to seek help. 


: ntly and rapidly in a monoto- 
nous, dry tone of voice. Her verbalizat; 
sionally by a forced, mechanical smi 
were never inappropriate, the ra 
nected quality made it difficult to Set a clear picture of her back- 
ground. 

Sally June was accepted for Weekly sessions in psychotherapy 
and was seen for a period of about ten months, During tettoie 


pidi 
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achi l 
pee some symptom relief and was less immobilized by her 


is eu a a forty-five-year-old father of one child, was seen 
oe ae a consultant to the New England industrial con- 
a etme ¢ = Sam at the suggestion of his manager. He was 
he resided Sinployes in the accounting department. With his wife 
Ina as. an apartment in a pleasant suburban community. 
Promotion ee om change in his office he had received a 
charge of zom bookkeeper to a position which placed him in 
Geofin several clerical workers in the accounting department. 
Parents Z was the second of seven children born to immigrant 
Was ee = father ran a small New England dairy farm, and 
word eo person who spoke very little, but whose every 
Mother 5 obeyed unquestioningly by all including Geoffrey’s 
neither G ecause his father was sO forbidding, formal, and aloof, 
eoffrey nor any of the other siblings ever developed a close 


Telationship with hi 
Onship with him. Geoffrey’s mother was a somewhat more re- 


Ceptive i 
person who turned to her children for some of the warmth 


tha RE 
t was lacking in her relationship with her husband. For this rea- 


son : 
she was subtly domineering and jealous of the interests her 


chi 
ildren—especially her two sons—might develop outside of the 


h 
ea Thus Geoffrey’s early life was a rather sheltered one; even 
en he grew older, his mother found many faults with the few 


girls he dated, and tried to discourage the practice altogether. 
Geoffrey was a slightly better-than-average student, and after 
Completing high school, he decided to leave the family farm and to 
Prepare himself for a white-collar occupation. On the advice of a 
Telative he enrolled in an accounting school in a nearby large city 
and after a two-year course was prepared to enter the field. In- 
Stead, he chose to go into bookkeeping, a more routine and lower- 
level occupation, and, for the next twenty-five years, he worked 
for the same industrial concern. 

Geoffrey was married at the age of twenty-nine to a girl of 
about his own age- This relationship was characterized as a happy 


W 
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one, although, admittedly, 
sided in Geoffrey’s parent: 
child, a son currently in hi: 
after their marriage. 


2 it- 
In describing Geoffrey as a person his wife, who frankly admi 
ted that she 


“mothered” him, said that he was a “gentleman.” a 
went on to depict a dry, careful chap who did everything a 
Some system and much intensity. He often admitted that he ae, 
Teally learned to relax. As a result the few hobbies he engaged A 
—stamp collecting and following the local big league baseball tea 3 
ously. He was systematic and meticu 
pastimes and in both was very much i 
narily neat and thorough with his collec 
f baseball extended to the minutest statis- 


the first few years, when the couple E 
s’ home, were difficult ones. Their ae 
s mid-teens, had been born a year or tw 


omotion were rejected by him until the re- 
isit to the psychiatrist. 
ths before he became ill, Geoffrey 


firey gave the appearance of a 


man who sat tensely in his chair. 
a 


ce was immobile, but seemed a 


ae 
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bit strained. He was friendly and, if anything, overly cooperative. 
ae ae related to almost childlike appeals for reassurance 
5 e would be more comfortable soon. His mood varied from 
periods of calmness to extreme agitation. He was well oriented, 
had good memory, and was able to calculate and use abstractions 
Well. Some insight seemed present in that he blamed his illness on 
the strain of adapting to a new job. 
Geoffrey was advised to take the tranquilizers prescribed for 
him, and it was suggested that, if he failed to find symptom relief 
n the help of drugs within the next few weeks, he should trans- 
er back to his old job. It was later reported to the psychiatrist that 
Geoffrey had requested his old job and that he subsequently ap- 
peared to be his usual self. 


- DISCUSSION. 


While the more overt symptomatology that brought these patients 
to the attention of psychiatrists involved neurotic disturbances, 
each had displayed long-term compulsive patterns. Both were 
characterologically cheerless, methodical, friendless people- The 
major qualitative difference in their symptomatology was that in 
Sally June R. the doubting and indecision that is not uncommonly 
Seen in the obsessive was perhaps more prominent than any other 
symptom. For Geoffrey V. the outstanding feature was the gen- 
erally systematic way he approached all tasks. 

For both patients added responsibilities Jed to a disruption of 
what had been a reasonably stable adjustment. Geoffrey V. re- 
sponded by becoming anxious to such an extent that he could no 
longer live up to his responsibilities. He sought refuge in with- 
drawal (going off on an early vacation). Sally June R., on the 
other hand, displayed an exacerbation of her major symptoms, so 
that her previous uncertainty about the correctness of her actions 
turned into a paralyzing indecision that extended to even the sim- 
plest everyday acts. 

Treatment for both patients involved relatively superficial meas- 
ures aimed at symptom relief. For Sally June this was accom- 
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plished through weekly psychotherapeutic sessions. For Geoffrey 
V. it was achieved by tranquilizing drugs and environmental ma- 
nipulation via the direct suggestion that he transfer back to his old 
job. This type of manipulation was not possible in Sally June’s case 
since her problem revolved about the addition to her family of a 
new child. Thus it was necessary that she deve 
coming to terms with her added responsibilities 
period of time. In neither case can it be expecte 
sonality transformation took place. Such an a 
have involved longer, more intensive treatment. 


lop techniques for 
over an extended 
d that a deep per- 
chievement would 


CONCLUSION 


expected of them (they marry, 


so 
on). At the same time, their 


to 
me 
ent 


1 1. Sociopathic Personality 


Disturbances 


INDIVIDUALS placed in this category are ill primarily in terms of 
their inability to conform to the prevailing cultural milieu, and not 
necessarily in terms of personal discomfort in interpersonal rela- 
tions, In the past the disorders subsumed under this category were 
considered at a superficial, descriptive level. The emphasis placed 
on symptomatology probably stemmed from the fact that these 
symptoms had such important consequences for society at large. 
In an earlier day it was felt that the troublesome, yet seemingly un- 
modifiable, behavior patterns displayed by the “psychopath”—as 
many who would be diagnosed here were formerly known—were 
the result of inborn disposition. 

More recent thinking about such individuals has tended to stress 
underlying dynamic factors. Along such lines Noyes and Kolb 
(1958) suggest that whereas the psychopathology of the neurotic 
or psychotic is expressed psychologically and that of the psychoso- 
matic patient on a somatic basis, the sociopathic personality’s psy- 
chopathologically dynamic forces are displayed in the social realm. 
Thus his behavior may reflect the frustration of efforts to win much- 
needed love, recognition, respect, and so forth. 

Four subtypes (antisocial personality, dyssocial personality, sex- 
ual deviation, addiction) are listed under this general rubric and 
each will be described and illustrated separately. Discussions will 
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follow each subsection and in the conclusion the various subtypes 
will be compared. 


THE ANTISOCIAL PERSONALITY 


Perhaps the outstanding characteristic of individuals classified in 
this category is their thorough lack of loyalty to any group, person, 
or code and their completely hedonistic and self- 
to life. Morals and ethics mean little to them, a 
general tend to be superficial. As a result they 
antisocial actions, and profit little from adve 
from punishment. Their offenses may constitu 
Tanging from petty theft through the most vi 
acts including murder. Because they seem inc 
themselves as members of society and subject t 
punishment as an injustice and it fails to deter 
appear to the outsider that these individuals 
cause of the seemingly senseless nature of 
such cases it is speculated that unconscious 
a heavy burden that the only relief lies in sı 


centered approach 
nd their feelings in 
engage in frequent 
Tse experiences or 
te any criminal act 
olent and aggressive 
apable of identifying 
o its laws, they resent 
them. At times it may 
court punishment be- 
their transgressions. In 
guilt feelings form such 
eeking out punishment. 


Case STUDIES 


Thomas L., a sixteen-year-old high- 
to a northeastern metropolitan hospit 
court, following a conviction for juve: 
charged with illegal possession of a pistol, resulting in the fatal 


shooting of a neighbor's child. He lived in a lower middle class 
neighborhood with his adoptive parents. 


According to the court record, Thom: 
who was abandoned by his mother at 
large orphanage until he was seven. Du 


school Student, was admitted 
al on the order of the juvenile 
nile delinquency. He had been 


as was an illegitimate child 
birth and brought up in a 
© to the number of children 
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tion twice before his legal adoption by his most recent parents; how- 
ever, he had previously been returned because of difficulties in ad- 
justing to siblings and neighborhood children or because he was 
disliked by his foster parents. Both of his adoptive parents always 
worked, so that Thomas frequently was left at the homes of rela- 
tives and neighbors. Since his parents also moved frequently, it 
took Thomas a long time before he came to believe he belonged to 
them. He always was made to feel that his life must be regulated so 
as to fit into their schedule. 

As might be imagined, with this checkered history Thomas at- 
tended many different schools, and got into difficulty over his be- 
| havior in each. He was extremely disrespectful to teachers, rest- 
| less and overactive in the classroom, frequently involved in fights, 
and truanted frequently. Fighting and generally destructive be- 
havior were also characteristic of him outside of school, although 
whenever he broke and otherwise marred articles at home he at- 
tempted to conceal his responsibility by lying and blaming others. 
He often stole small articles from stores and, if apprehended, lied 
i about how he happened to have the objects in his possession. He 
| rarely referred to those incidents after they were settled, and never 

seemed at all penitent about them. 
; Thomas had always been fascinated by guns, and had often 
j asked, to no avail, for a gun of his own. Shortly before his current 
| 
! 
1] 


difficulty began, when staying with a neighbor while his parents 
were at work, he rummaged through their closets and hap- 
pened upon an old German Luger and a box of bullets. He took 
these and went to the school playground in order to show off his 
new acquisition. The first person he met was a neighbor’s daughter 
who was much younger than he, and who didn’t believe the gun was 
real. In order to prove it Thomas loaded the gun. His stories as to 
what ensued were variable. According to one version of the story 
there was a noise which startled both children, and in turning rap- 
idly the gun was discharged, hitting the child in the temple and kill- 
ing her instantaneously. However, Thomas told other versions in 
which he claimed that he didn’t realize the gun was loaded. In 
any case, when the girl fell to the ground Thomas became very 
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frightened, and immediately rode away on his bicycle. He aban- 
doned the pistol and bullets in a deserted Jot and then rode back to 
the playground to see if he could help the injured girl. There were 
No witnesses to the accident, but after the shot a number of people 
saw Thomas riding away, and they called the police. Thus, when 
Thomas returned, the police were already on the scene and looking 
for him. He first told them that another boy had done the shooting, 
fully described this imaginary boy, and claimed he had just ar- 
tiyed for the first time. He appeared very calm and composed and 
continued to alibi, frequently changing the story in repetition. 
When his parents arrived on the scene he broke down and admitted 
he had done the shooting, but insisted that it was accidental. He 
took the police to the abandoned Weapon and explained that he 
had been too frightened to tell the truth earlier. His mother said, 
“Tommy never tells the truth even when it’s easier.” He was con- 
victed by the juvenile court and referred to a psychiatric clinic for 
observation. 

Thomas was a very attractive and affable boy who was almost 
defiantly polite. He spoke of the incident which led to his hospital- 
ization in a nonchalant, unfeeling way, and was very suave and 
unnaturally composed in explaining why he was on the ward. He 
said, “I was showing her the gun. I didn’t know it was loaded. She 
turned her head and it got her in the temple. I told the police that 
I was very sorry. You’re to find out if there is anything mentally 
wrong with me. I thought I’d have to 80 to reform school. This is 
the better of the two stories.” For the first few days Thomas was 
very engaging, undemanding, and cooperative. He became pro- 
gressively more demanding, did not seem Overly pleased when his 
demands were granted, but pouted and/or became hostile when 
they were denied. Since his demands were usually excessive, often 
they were not granted, so that his ward adjustment rapidly deteri- 


orated. He was discharged after two weeks for assignment to a psy- 
chiatric school, 


Tracy P., a nineteen-year-old unmarrie 


z d college girl, was re- 
ferred to a private psychiatric hospital in t 


he South by the college 
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physician. She had been living with a family near her college cam- 
pus before the referral. 

Tracy was the only child born to a young and unhappy couple 
who were divorced shortly after her birth, and she was given to an 
orphanage to be placed for adoption. She was adopted at six years 
of age by a wealthy professional family who provided her with a 
good many material benefits, but little warmth and affection. Her 
mother was a very cold, demanding woman whose time was taken 
up by her activities as a lawyer and whose legal training led to a 
highly intellectual approach to problems, with little room for senti- 
ment. Her father, a busy physician, was a much more benevolent 
man, but was weak and passive, and exerted very little influence 
in the home. Tracy had always been a stubborn and difficult child, 
and the adoption did not change her. She was enuretic until her 
teen-age years, and was in constant difficulty because she stole 
diverse articles ranging from trivia to sums of money which she 
squandered on playmates. The most frequent victim of her thefts 
was her mother, but she also stole from friends and neighbors. In 
her teens Tracy began to be sexually promiscuous, and allowed 
her mother to find this out by carelessly discussing her activities 
over the phone. Her mother was violently upset, placed her in a hos- 
pital to ascertain whether or not she was pregnant, but then left on 
an extended business trip to California, Tracy attended a variety of 
preparatory schools, being discharged from most of them for ac- 
tivities which included lying, stealing, and sexual misbehavior. 

When her parents began to realize that Tracy would not fulfill 
their idea of a perfect daughter, she was placed in the care of an 
aunt, whom she liked very much. Shortly after her arrival at her 
aunt’s house she wore the latter’s new mink coat and pretended that 
it was her own in order to impress her friends. When her mother 
was told of this incident, as Tracy tells it, “Mother was quite 
moved; for the first time I saw her show real emotion. Inwardly for 
some reason I felt victorious. Then mother broke her resentment 
and for the first time in twelve years she took me in her arms and 
held me sobbing. I felt a great warmth run through my body. Never 
‘before or since have I felt that same feeling.” 
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Despite her chaotic history Tracy managed to be graduated from 
high school and was enrolled in a small, exclusive college in the 
deep South. Her stay there was brief but eventful, and culminated 
in her referral to the psychiatric hospital. Shortly after her arrival 
on campus rumors began to circulate that her father was an Army 
general, her friends complained that she borrowed their clothing 
without permission, and boys began to whisper about her being “a 
good date.” In one class at the end of a semester her term paper 
was missing, but she vociferously claimed that she handed it in. 
The paper was never found. She later missed an examination in a 
different course, and just before the scheduled make-up told the in- 
structor that her aunt had just been horribly injured in an accident 
and she had to return home to be with her. She was excused, of 
course, and left school temporaril 
clothes saying the aunt had died, graciously accepted the condo- 
Jences of friends and faculty, and, matter of factly, announced that 
she now would inherit a great deal of money. It was only after a 
month had passed that the dean discovered by accident that the 
incident was a hoax. Tracy had the habit of returning late to the 
dormitory and sleeping on a couch in one of the downstairs 
lounges. She was warned about this, but shortly afterward was found 
there again by the campus watchman. Despite her denials of having 
slept there, she was asked to leave the dormitory, and in an at- 
tempt at rehabilitation, she was boarded with a Socially prominent 
local family. 

The family charged her a nominal fee for board, but she never 
paid the bill with the money her parents sent her, despite repeated 
promises to do so, and claims that she had done so. She was seen in 
the living room of the family raising her skirt immodestly in the 
Presence of a boy whom she was dating for the first time, and her 
sexual activity soon became a campus legend. When she came to 
school with a large diamond ring and a story 
ment to a prominent young businessman in thi 
when it was discovered that both the ting and th 
ulent, the college physician decided that the li 
guidance service had been reached and referred 


ly. She returned in mourning 


about her engage- 
© community, and 


mit of the school’s 
her for private psy- 


e story were fraud- 
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chiatric care. In his referral note to the hospital he summarized 
Tracy’s case as follows: “The most prominent symptom of malad- 
justment seemed to be the constant telling of lies. At times these 
falsehoods served as an escape from unpleasant duties and obliga- 
tions, but just as frequently they seemed to have no purpose at all. 
. . . Although she was frequently confronted with embarrassing 
results of her own lies, it did not affect her subsequent behavior. 
. . . There seems to be a complete lack of affective depth, of grati- 
tude, sense of responsibility and decency. Not once have I heard 
the common ‘Thank you’ from her lips.” 

Tracy’s stay in the hospital was surprisingly uneventful, and she 
was discharged as unimproved when her lack of motivation for 
treatment became apparent. 


Discussion 


Both cases display amply the callous disregard for morality, con- 
ventions, and loyalties of any sort. In addition there seems to be lit- 
tle thought before the commission of an antisocial act about the 
consequences which might follow, although, once the deed is ac- 
complished, protective measures are taken. Thus both Thomas L. 
and Tracy P. were accomplished at weaving stories for explaining 
away what appeared to everyone else to be a reprehensible action. 
Neither patient seemed to feel deterred by the fact that many ear- 
lier antisocial acts had resulted in some sort of difficulty. When 
apprehended, both patients seemed capable of an anxiety-free, 
matter-of-fact glibness altogether atypical for most people. Thomas 
L. was capable of this attitude even after he had taken the life of 
another, a posture which would have been difficult for most in- 
dividuals whether the episode were accidental or not. 

Tt probably seems evident to the reader that despite great efforts 
to be objective in attempting to understand such individuals, their 
lack of regard for the rights of others and the seemingly complete 
absence of remorse in them leads one familiar with their histories 
to dislike them. Perhaps for this reason it was easy for early work- 
ers in psychiatry who became involved with such people to regard 
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them as defective humans, and this deficiency could be attributed 
either to “demons”—which were becoming passé in a scientific era 
—or to constitutional factors. Thus constitutional abnormalities or 
deficiencies were appealed to as the cause for such reactions. 

In these cases, however, one can find some basis for a later ad- 
justment problem in the emotionally impoverished early back- 
grounds of both Thomas L. and Tracy P. Neither was treated with 
cruelty but rather with a complete lack of any regard whatsoever. 
Few people took much time to instill values and to provide an identi- 
fication figure. In the case of Tracy P. there is a hint that this lack 
was deeply felt by her and that, when some of her transgressions 
forced an affectionate response from her adoptive mother, Tracy 
seemed profoundly moved. This might suggest that, in this case 
at least, one object of her antisocial reaction involved the hope that 
attention could be extorted from a coldly rejecting parent. 

In neither of the patients described was there any interest in psy- 
chotherapy. As a matter of fact there was little inclination on the 
part of the patients to do anything but rationalize their problems in 
an effort to avoid all personal responsibility for them. Such attitudes 
render most forms of outpatient treatment inapplicable, and the 
only hope seems to lie in the use of a residential treatment ap- 
proach whereby treatment may enter all phases of the patient’s life. 
The psychiatric school to which Thomas L. was sent 


presumably 
represented such a setting. 


THE DYSSOCIAL REACTION 


In contrast to the antisocial reaction, the individual diagnosed as 

manifesting a dyssocial reaction is capable of loyalties to a code of 

behavior and shares the values of a group of his fellows. Unfortu- 

4 nately, his code and values are in conflict with those of the larger 

society and derive from his having grown up in an abnormal moral 
environment. As a result these individuals ma 


y be guilty of many 
acts which are sanctioned by their own group, but which are re- 
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garded as antisocial by society at large. Such individuals often 
make a career of criminal activities directed toward personal gain 
and are more commonly found in penal institutions than mental in- 
stitutions. 


CAsE STUDIES 


Alma D., a twenty-four-year-old married woman, was examined 
by a psychiatrist at the request of the municipal court in a large 
southern city. The wife of a day laborer who worked for the city 
street department, she had been arrested for the fifth time for 
shoplifting and petty theft. 

Alma’s mother died of unknown causes when Alma was only 
two. Her father, who was apparently not married to her mother, 
abandoned the child shortly thereafter and was never again seen by 
Alma. She was left to the care of her mother’s older sister, who had 
a large family of her own. This aunt was described by Alma with 
considerable bitterness. She was seen as an hysterical, hypochon- 
driacal woman who flew into tantrums frequently and kept matters 
at home in a state of constant turmoil. Because Alma was not her 
own child this aunt imposed more stringent standards on her than 
on her own children, enforcing them with the constant threat that 
the girl would be sent to an orphanage if she failed to conform. This 
same threat was applied when Alma misbehaved at school, so that 
the child grew up with the distinct feeling of being an outsider in 
the family setting. Alma described her father as a quiet, under- 
standing person who, unfortunately, gave in to his wife’s com- 
plaints and spent so much time trying to keep her comfortable that 
he had little energy for helping his own children, much less Alma. 

Alma grew up in a lower-class neighborhood in which violent 
quarrels among the residents were considered a matter of course. 
Her schoolmates and boyfriends all learned to steal at an early 
age. They formed small local gangs which “warred” with neigh- 
boring groups, stole small articles from the local storekeepers, and 
occasionally broke into a store or ransacked an unoccupied apart- 
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ment. In this setting Alma had little need for education and, de- 
spite some protestation from her aunt, left school when she was 
sixteen, after completing only the freshman year. 

After leaving school Alma hired out as a domestic and as a fac- 
tory worker—and occasionally as a prostitute. Her taste for cloth- 
ing or articles that were nicer than she could afford easily led her 
into continuing the pattern of stealing she had learned when 
younger. Thus, she began shoplifting regularly. At first she took 
things only for herself, but later began to steal things she could sell. 

Alma married a local boy when she was twenty-one. He had 
just been dishonorably discharged from the Army for several in- 
fractions and was a very unreliable person. He worked only inter- 
mittently, and was happy to encourage her shoplifting and prostitu- 
tion. Alma was arrested several times, twice having served short 
terms in jail. On her last arrest she was referred to the psychiatric 
consultant to the court in the hope that he might be able to advise 
the court in the handling of her case. 

When she was examined, Alma was very noticeably anxious at 
first. She smoked incessantly; her hands trembled; she complained 
of a dry mouth and she licked her lips frequently. No psychotic 
trends were manifest, and as the session wore on she relaxed no- 
ticeably. She then began talking easily and almost glibly. There 
was little evidence that she was concerned about her antisocial ac- 
tions, but she did admit some feelings of resentment because of 


her past and a sense of having missed the happy childhood she 
might have had. 


Alma was encouraged to seek treatment in a 
after she was released from her charges. She was 
tenced to another short prison term, but appare 
psychiatric help on her own initiative. 


community clinic 
subsequently sen- 
ntly never sought 


Elliot Q., a twenty-one-year-old single man, came on his own 
referral to a community psychiatric clinic on the west coast. He had 
worked as a waiter but lost his most recent job after he was arrested 
for passing bad checks. At the time he appealed for treatment he 
was living with his parents and awaiting trial. 
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Elliot was the only child of a working couple, both of whom 
seemed more interested in advancing their careers than in rearing a 
family. His father was an accountant employed in the movie in- 
dustry who at home was a passive, tolerant individual who gave 
in readily to all of Elliot’s whims. He went even further in that he 
‘minimized any scrapes Elliot got into and seemed always ready 
with a rationalization for explaining away offenses Elliot might 
have committed. At times Elliot’s father went out of his way to 
cover up for his son’s bad behavior. In marked contrast to this pro- 
tective attitude was that of Elliot’s mother, a successful buyer in a 
large department store. She was a rigid person who viewed most 
people cautiously and who demanded that Elliot toe the mark. 
When she was at home she disciplined him harshly, and because of 
her method of handling her son she and her husband quarreled fre- 
quently. Most of the everyday care of the boy was left to a succes- 
sion of disinterested maids and housekeepers, and Elliot grew up 
feeling lonely and unloved. 

At school Elliot became a member of a rather delinquent group 
of boys from a lower social standing than his own. The disrespect 
for authority that was learned at home and the relatively anti- 
social code of his new friends led him into activities which soon 
brought him into conflict with the law. He truanted from school 
often and began accompanying his cronies on car-stealing missions. 
Their pattern involved driving off in cars they found in quiet Tesi- 
dential neighborhoods and then picking up girls whom they would 
take to not-too-distant beaches for sexual purposes. Eventually, 
they would sell the cars they had stolen to acquire the finances for 
future escapades. Elliot was arrested for such activities on three 
occasions while in high school. The first time it happened his fam- 
ily was permitted to make restitution for the damage to the stolen 
property. The second time it happened he was placed on proba- 
tion, and on the third occasion, just prior to completing high school, 
he was sentenced to a reformatory for three years. 

Elliot served slightly less than two years in prison and was just 
under twenty when he was released. On his release his parents 
prevailed on a close friend to give him a job as a waiter in one of his q 
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home town’s better restaurants. For a while Elliot found this work 
to his liking and greatly enjoyed the fact that he was earning a good 
amount in tips. He prevailed on his parents to permit him to take 
his own apartment and quickly began living a “fast” and expensive 
life. He began gambling and soon made contact with many of his 
old high-school friends whose taste for good living outstripped their 
incomes. On several occasions Elliot wrote checks on his own ac- 
count which were in excess of what he had in the bank and had to 
turn to his father, who quietly made up the shortages. Eventually, 
however, Elliot ran up several large debts with clothing stores and 
was unable to meet payments on a sports car that he bought, so he 
began writing checks on a nonexistent account, One of his creditors 
brought the police into the matter and Elliot again faced a possible 
prison sentence. 

At that time Elliot, who had some slight contact with a psychi- 
atrist while he was in prison, appealed for treatment. He com- 
plained of his chronically irresponsible behavior pattern, which re- 
sulted in difficulties with creditors and police. He also insisted that 
if he could only learn to control himself, with the help of the clinic, 
he would be able to make a success of his life. 

In his initial psychiatric interview Elliot spoke glibly, quite spon- 
taneously, and rather convincingly. He gave the appearance of a 
neat, well-dressed young man who seemed fully at ease in social 
situations. No psychotic trends were manifested, but in describing 
incidents from the past, a generally paranoid orientation to life 
and people seemed evident. 

Elliot was told he would be offered treatment within a few 
weeks, because a therapist was not immediately available for him. 
This was done partly to test his motivation and partly because of 
the realistically excessive demands that were already being made 
on professional personnel at the clinic. When he was invited to re- 
turn six weeks later, Elliot indicated that he had 


probation after his trial and that he felt he could 
Jems on his own. 


been placed on 
handle his prob- 
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DISCUSSION 


While there was much criminal behavior in both of these cases, its 
purpose seemed radically different from that encountered in the 
antisocial reaction. In these most recently cited cases antisocial acts 
were engaged in for the material advantages that might be incurred 
and not so much on the basis of a momentary whim. Some value 
seemed to be placed on the acquisition and possession of good 
clothing, a sports car, or the like, because such objects would be 
useful to the individual, and there seemed to be more concern for 
what the future might hold. 

The backgrounds of both patients revealed a familial setting in 
which there was overt rejection. In contrast to the antisocial reac- 
tion, however, these individuals managed to relate to a group, and 
in both cases the mores of the group were adopted. These groups, 
unfortunately, held values and engaged in actions which ran coun- 
ter to the accepted practices of society as a whole. For this reason 
both individuals failed to hesitate before committing an illegal or 
immoral act, as most individuals might. 

As was true in the case of the antisocial reaction, neither of these 
individuals was amenable to psychotherapy. Alma D. was able to 
allude to the impoverishment of her early background and admit 
that she felt deprived of affection, but her criminal behavior was 
probably too much a positive way of life for her to be dissatisfied 
with it. Likewise, Elliot Q. seemed to have learned at the hands of 
parents, who couldn’t agree on how to raise him, that harsh author- 
ity could be circumvented, and that he didn’t have to face the full 
responsibility for his actions. It seems likely that his appeal to a 
psychiatric clinic was part of a tactic for evading such responsibil- 
ity, since his interest in treatment disappeared once his court action 
was settled. 
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SEXUAL DEVIATION 


Diagnosed here are individuals whose deviant sexuality is not one 
of the symptoms of a more extensive syndrome such as a neurosis 
or schizophrenia. Generally it is felt that those labeled as deviates 
must be individuals whose development has either been arrested or 
has undergone a deviation from what might have been its normal 
course, This disturbance lies not, of course, in the anatomical or 
physiological realm, but in the psychosexual sphere. Because psy- 
chosexual maturation is not in keeping with biological development, 
normal heterosexual impulses and practices cannot be established. 
As a result, primary satisfaction is sought through such expressions 
as voyeurism, exhibitionism, homosexuality, transvestism, rape, 
pedophilia, fetishism, masochism, sadism, and others. When the 
deviation is such that it is imposed on unwilling parties, or when 
it comes to the attention of others who are disturbed by it, the devi- 
ate often comes into the clutches of the legal authorities. 


CASE STUDIES 


Martin L., a twenty-nine-year-old single male hairdresser, was 
referred by the court to a state hospital on the Pacific Coast for eval- 
uation in connection with his trial for a sexual offense. He had been 
living alone in a small, neatly furnished apartment in the Los An- 
geles area. 

Martin was the only child born to an elderly midwestern farmer 
and his much younger and very socially active wife. Martin was 
very fond of his mother and loved to be with her, but his upbringing 
was left principally to a female hired hand, in order to free the 
mother’s time for her social activities. Perhaps because of the age 
of his father, Martin later commented, “I never felt in any way close 
to my father.” He added by way of explanation, “My mother walks 
all over him and runs the family.” 

The family lived in a sprawling farm community, 


so that Mar- 
tin’s only available peer was a boy on the neighboring 


farm, and the 
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two became inseparable companions. Although Martin was a very 

bright child he had a difficult time in school, since he never pre- y 
pared his lessons and his parents never disciplined him about this. 

To add to his difficulties at school the other children considered 

him a sissy because he did not participate in team sports. This i 
made him even more dependent on his one friend, and the two l 
spent many hours together in solitary activities like hunting and 
fishing. Reflecting about his schoolday experiences, Martin said, ~ 
“Starting at about twelve some boys from school used to masturbate F 
in a group and one boy used to perform fellatio on me frequently. ; 
I masturbated at least once daily until I joined the service. I ; 
never felt guilty about sex, didn’t think anything about the homo- f 
sexual experiences. I had never even heard of the word until I 

joined the service.” 

Martin’s sexual activity was richly s 
ual experiences. He dated frequently anı 
with a schoolmate. He impulsively joined the N 
was able to do so and while in the service receive 
ing him that his beloved had married someone else. H 
the Navy was not marked by any sexual activity until almost two 
years had passed, when he began engaging in fellatio as the active 
partner with a group of teen-age boys. When this was discovered 
he was immediately discharged, and while returning home fell into 
the company of a group of homosexuals who were going to Los 
Angeles, He became fascinated by them, joined them, and in Los 
Angeles met his old neighbor and closest friend, who was a member 
of the homosexual community. Martin began to frequent the homo- 
sexual bars and engaged in much overt homosexual activity, until 
he spent all his money, when he decided to return home- 

However, he shortly returned and resumed his homosexual life, 
taking a job as a cosmetics salesman to support himself. Besides his 
sexual activity with his contemporaries, he continued to pick up 
teen-age boys for fellatio, and was arrested on this count when the 
parents of one of the boys complained. He was given a suspended 
sentence on the condition that he enter therapy, which he did. His 
therapist gave him carbon dioxide treatments, which did not do any 
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apparent good. He took a job as a hairdresser, continuing his ho- 
mosexual adjustment and his behavior with teen-age boys. He also 
dated girls, attempting unsuccessfully to have intercourse with them 
on Tare occasions, leading his homosexual companions to refer to 
him as the “fickle one.” He was again arrested for fellatio with a 
teen-ager, and this time his trial was postponed so that he could be 
placed under observation in the state hospital. 

Martin reported for the initial interview dressed in Bermuda 
shorts. He showed no apparent concern about the proceedings, and 
Was flippant and familiar with the interviewer. During his stay he 
continually denied belonging in the hospital, saying that he did not 
wish to have his personality altered and had no desire for treat- 
ment. When it was discovered that he was engaged in a homosex- 


ual relationship with an attendant, he was discharged as unchanged 
and returned to court for trial, 


James F., a twenty-five-year-old married college student, applied 


to a psychiatric clinic in a Pacific Coast hospital for treatment. He 
was a persistent exhibitionist and this had caused a great deal of 
trouble legally and maritally. He and his wife lived in a small 
apartment near his college campus, and were being supported by 
her income. 

James was the oldest of three children born in the family of an 
electrician in a small midwestern town. His mother, a woman prom- 
inent in the church affairs of the community, 
tective and obviously favored James, babying him constantly. His 
father was much more stern and commanded everyone’s respect, 
but he was away from the house frequently. James clung exces- 
Sively to his mother, because he feared the other children who were 
always bigger and Stronger than he. He was a bright child who was 
able to get by in school with a minimum of effort, and as a result 
achieved little satisfaction from his academic achievements. 

James’s aberrant sexual history began while he was still in grade 
school with a series of homosexual experiences with neighborhood 
children. He enjoyed letting small domesticated animals lick his 
penis, and often achieved erection and ejaculation in this manner. 


was highly overpro- 
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When he was ten years old he slept with an older female cousin 
who took the initiative in attempting intercourse, though unsuc- 
cessfully. This cousin often masturbated him while he pretended to 
be asleep. His mother often examined his genitals, and conveyed 
the impression to him that his penis was underdeveloped and de- 
formed. He was always passive when she did this, and now won- 
ders “why I never objected.” 

In his early teens James began to exhibit his genitals to younger 
children “because of my feelings of inferiority about them to shock 
and impress the youngsters.” He would ask little girls to mastur- 
bate him, and if they wouldn't, masturbated openly to ejaculation. 
His behavior was well known in the neighborhood; however, he 
was never punished because his mother did not believe the stories, 
and everyone respected her position in the community. He was so- 
Cially active in high school, but confined these activities to athletics 
and clubs, rarely socializing with girls. He felt inferior when in con- 
tact with them, blushed and stammered, and as a result never 
dated, coming in contact with girls only at large parties, when he 
invariably came as a stag. 

After high school he joined the Marines, where he served well, 
needing only to obey orders to effect a satisfactory adjustment. 
He drank excessively and had many homosexual experiences, but 
only exhibited himself when on leave and when girls were around. 
His plans to choose a career in the Marines were abruptly ended 
when a rheumatic heart condition was discovered, leading to his 
discharge and hospitalization. During convalescence he refused to 
be confined to bed, and instead began to date many promiscuous 
women, attempting intercourse with all, but being successful only 
after masturbation. It was at this time that he met his future wife, 
who was a nurse at his hospital, and who attracted him by her ex- 
treme reticence. 

They became engaged, after a long 
position of James’s mother, who felt the 
During the courtship James had an increasi 
self, and felt decreasing excitement during sex p 
She did not know about the former condition, and did not seem to 


courtship, against the op- 
girl was socially inadequate. 
ing urge to exhibit him- 
lay with his fiancée. 


. He related: 
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care about the latter. Since their marriage three years prior to 
James’s admission, they had achieved intercourse only once, with 
failure being due to his impotence. This did not disturb his wife, and 
they gained some satisfaction through mutual masturbation. After 
their marriage, and at his wife’s request, James entered college, 
where he achieved minimally with no ambition and no attempts to 
succeed. His marriage remained overtly happy, even though he con- 
tinued to exhibit himself, until this was reported to his wife. She 
became disgusted with him and began threatening to leave him. He 
in turn felt that this attitude was unreasonable, and that there was 
nothing harmful in what he did, His usual pattern was to drive 
around schools, offer rides to small girls, and then exhibit himself. 
“T get this feeling of excitement all over. I have a fear 
of being caught, but the urge is there regardless.” In fact, he was 
caught twice, and spent some time in jail as a result of his penchant. 
This pattern was confined to small girls, but he also loitered near 
the girls’ dormitory on campus, hoping to see them undress. 

His wife was described as a timorous, dependent, and highly im- 
mature woman. She was very anxious about his behavior, but seemed 


to be more concerned with the possibility of social embarrassment 
than with their sexual and marital d 


worker recorded: 
able with her imp 
mal relationship 

and impotent thai 


very blandly described his 
problem. He maintained that “the urge to exhibit myself is with 


me constantly. It builds up more and more, I have a feeling of ex- 
citement all over, an urge to have someone handle me—particu- 


larly little girls. I wonder why I can’t understand that its worse 
than I think it is. It’s as if I were watching someone else doing it, 
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powerless, My wife’s on the verge of leaving me. I think I've talked 
her out of it, but she insisted that something be done. I've come 
here to get cured.” 

James presented the appearance of a neat and re 
pleasant, man. He spoke with no anxiety about his aberrations, and 
seemed to be fascinated by them. However he was unable to speak 
about anything else, and could not discuss interpersonal relations in 
terms other than sexual. It soon became apparent that his principal 
Concern was his wife’s leaving him, and not his conduct. Out- 
Barly he seemed well adjusted, and those who did not know his 
history, couldn’t understand why he was there. He was not ac- 
cepted for treatment because his obvious absence of motivation 


Seemed to make him a very poor prospect. 


served, but 


Discussion 
ae two types of cases, homosexuality and exhibitionism, which 
ave been presented, probably represent the types encompassing 


the largest number of sexual deviates which come to the attention 


Of legal authorities. It may be seen that, for each individual, one 
ers were occasionally 


deviate sexual practice predominated but oth 
indulged in. Although James F. was primarily an exhibitionist he 
engaged in homosexual practices from time to time. Actually both 
Patients attempted heterosexual relations sporadically without suc- 
cess, 
The degree to which each patient seemed to accept his sexual 
Orientation seems to typify what might be expected from a disorder 
Tooted in faulty development. Furthermore, the fact that even a 
marginally adequate heterosexual adjustment had never been ap- 
Proximated (despite James F.’s marriage) also points to an early 
arrest in psychosexual development. 
Precisely because these disorders re 
patterns, treatment aimed at changing 
often sought by such patients. Martin 
in the hospital, and his lack of concern 
brought him there could not have been demons 


flect defective developmental 
the sexual adjustment is not 
L. was not a willing patient 
over the symptom which 
trated more graph- 
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+ 
ically than by his homosexual involvement with an attendant. 
James F. was concerned over the dissolution of his marriage and 
was willing to appeal for treatment in the hope of saving it, but 
basically he was not dissatisfied with his exhibitionistic behavior 
and was disinclined to change. ; 


ADDICTION 


This classification includes individuals who are addicted to alcohol 
or drugs. In the case of alcoholism, the addiction should be well 
established, without the presence, in addition, of a clearly rec- 
ognizable underlying disorder. Drug addiction, on the other hand, 
is usually more clearly symptomatic of a personality disorder and 
an additional diagnosis is made specifying the proper personality 
classification. In the cases of both drugs and alcohol the addiction 


Seems to represent a way of reacting to emotional problems which 
cannot be dealt with more effectively. 


‘CASE STUDIES 


Craig W., a thirty-nine-year-old married father of one son, re- 
ferred himself to a psychiatric clinic in Boston so that he could be 
withdrawn from a drug to which he had become addicted. He and 
his family were native midwesterners who had been living in a 
rented apartment in Boston while Craig was taking a residency in a 
‘specialty area of dentistry. 

Craig was the oldest of four children born to a well-to-do mid- 
western couple. His father was a passive man who had very little 
to say in the household, and Craig never felt close to him. His 
mother, the dominant figure of the family, was the 
of the family group toward whom Craig felt warmly, he and his 
siblings being always distant. His high-school career was a great 
success, as Craig was both a fine scholar and an outstanding ath- 
lete. This pattern continued through college, with Craig having a 


only member 


x 
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s, and a full social life built around 
n to dental school, 
d popular socially. 
ife, over the ob- 


relatively easy time in his studie 
his achievements in athletics. He then went 0 
Where he was again successful academically an 
r was while in dental school that he married his w. 
Jections of his family. They disliked her because she was a very 
quick-tempered and outspoken woman; but Craig was taken by 
her obvious beauty, and they married. The marriage was a rea- 
Sonably happy one, but Craig was put under a great deal of con- 
pauar pressure to succeed, so that his income could be adequate for 
his wife’s tendency toward display. They had one child, a son, who 
Was eight years old at the time of Craig’s admission. 

After his graduation from dental school Craig bought a partner- 
ship in a very successful practice. He did very well until the Korean 
War, when, fearing that he would be drafted, he enlisted in the 
Army, selling his share of the practice to a younger man. He was 
Very dissatisfied with his lot in the Army, and soon after he enlisted 
he began to take opiates. When this was discovered he was dis- 
charged, and when he attempted to return to his practice he was 
told that he could only work as an assistant to his successor. He 
Very angrily refused and attempted to set himself up in private 
Practice. This scheme was very slow in developing, and he began 
to take morphine intravenously. He developed an infection in his 
arm and, while hospitalized, withdrew from the drug. A 

Craig then decided to buy the practice of an elderly dentist, and 
When this maneuver did not prove to be the success he felt it would 
be, he again returned to drugs, and was hospitalized a 
Pattern repeated itself twice more, with Craig attempting 


lish a practice and turning to drugs when he did not experience im- 
mediate success. The only exceptio was that he be- 


gain. The 
to estab- 


n to the pattern 


gan to take Demerol instead of morphine. 
After his fifth hospitalization Craig entered À ; 
chiatrist and made considerable progress- While he did begin to 
drink alcoholic beverages, which he had not done previously, he 
managed to keep away from drugs for OVer two years. It was at 
this point that he decided that his career was being hampered by 


his lack of training in any specialty area, 


therapy with a psy- 


so he applied for, and was 


vii 
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accepted into, an advanced training program in orthodontics in 
Boston. In commenting about this move, Craig later said: “It was 
emotionally upsetting to move, leaving the security of our home, 
coming to a new community and getting the boy into school.” He 
found the transition much more difficult than he had expected, 
and also experienced some difficulty in returning to a classroom 
Situation after a long absence. Craig then returned to Demerol in 
small doses. However, when he was sued for a large sum of money 
because of his son’s actions, he began to take excessive doses and 
referred himself for treatment. 

At the initial interview Craig appeared to be a quiet, soft-spoken 
man who was polite and cooperative with the interviewers. He re- 
lated his story factually and directly, with little apparent affective 
involvement. He was quickly withdrawn from the drugs, and when 
the suit was settled quietly out of court he calmed down and was 
able to leave. Craig was advised to enter outpatient therapy as a 
precaution against a relapse, and did so, 


Farle W., a forty- 
the first time to the psychiatric ward of the cit 


the city. 


tment was felt toward him. The sum of 
ed the image of his father as a dynamic, 
less confidence. He built a good busi- 
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feel that his father was a lofty, inaccessible stranger. His mother, on 

the other hand, played the role of authoritarian and disciplinarian, 

and although he professed appropriate filial love for her, Earle 

averred that she possessed the quick temper often thought to char- 

. acterize one with red hair like hers. He intimated indirectly that 

j she resented the many burdens she carried within the family, and in- 

stead of expressing this to her husband, she took out her feelings on 
her children, particularly the older ones. 

Earle attended public schools and was graduated from high 
school. He later acceded to his father’s wish that he take up book- 
keeping in a local business school as preparation for entering the 
family business. About this time Earle began drinking. After a 
two-year course in business school he came into his father’s busi- 
ness; at the same time his drinking intensified. This particularly 
infuriated his father because it interfered with Barle’s work from 
time to time, and after nearly two conflict-filled years, there was a 
mutual decision for them to part. Following this Earle decided that, 
having learned something about the paint business in his father’s 
store, he would work on his own as a house painter. In the mean- 
time he continued to drink. Fortunately, he was usually able to 
limit his heavy “binge” drinking to times when he did not have a 
job; yet, the habit prevented his getting steady work with large , 
contractors. A 

When he was thirty Earle met and married a woman a few ; 
years older than he who worked as a practical nurse. Shortly there- j 
after they had their only child, a daughter. Earle was quite reluc- | 
tant to discuss his relationship with his wife in any direct way. He 
said that he enjoyed his daughter a great deal and felt that he had 
a good home. Later he allowed that he could be happier if he were 
less henpecked. He admitted feeling “pushed around” by his wife, 
whom, he insisted, he loved nonetheless. 

Earle indicated that from the time he left high school he was a 

_ heavy drinker and that he tended to drink “in binges” which lasted 
from a few days to several weeks. During such times he consumed 
as miadh as a quart of whiskey a day, and in recent years he had 
taken to drinking wine. When on such a binge his drinking would 
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start early in the morning because he tended to feel shaky with- 
out a drink. Earle’s periods of sobriety had lasted for several 
months at times, but for one reason or another, which was always 
vague in his own mind, he always felt the need to return to the bot- 
tle. 

Earle was admitted to the hospital by his family doctor, who was 
asked to treat him after he had been on a three-month bender and 
was trying to withdraw from alcohol. He had not been working dure 
ing that period and found that he could not terminate his drinking 
finally without professional care. A 

When he was examined before admission Earle presented the pic- 
ture of a casually but neatly dressed man who looked a bit older 
than his stated age. His wife was with him during part of the inter- 
view and he turned to her, in a very dependent fashion, for help in 
answering questions on several occasions. He seemed slightly 
confused, but made a great effort at maintaining his composure and 
was exaggeratedly polite. His speech was slightly slurred and at 
times his sentences were rambling and incoherent. He was con- 
fused about the exact date, but did know what day of the week it 
was. Although he was superficially affable, he seemed generally 
apprehensive, Beneath the pleasant façade he attempted to main- 
tain, it was felt that he harbored much aggression which could not 
be expressed directly. Indirectly he revealed much defiance of and 
resentment toward authority figures. He was able to admit toa 
telationship between feelings of anxiety and the impulse to drink 
as a means of controlling such feelings. 

After a five-day stay in the hospital Earle’s physical condition 
improved markedly and his acute withdrawal 
up. He was discharged to the care of his own physician. In the next 


five years, however, he was to be readmitted four times because of 
his drinking problem. 


symptoms cleared 


Discussion 


For both patients the addiction seemed to represent a means of 
escaping an uncomfortable life situation, In the case of Craig W., 
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the drug addict, the relationship seemed very clear. Each time he 
found himself faced with a struggle to establish himself or to better 
his practice, he relied more and more on drugs. Although the rela- 
tionship is less clear in the case of Earle W., the patient himself 
could relate the need to control anxiety to his drinking. It is also 
worthy of note that the habit began to grow at the time he was 
faced with the need to become independent and to face a life that 
was not as well structured as his schooldays. 

In many ways the dynamics of Earle W. resembled those of the 
passive aggressive personality, which was described in an earlier 
chapter. The mixture of dependency and aggression which could 
be expressed only indirectly and with difficulty seemed clear. 

It is also noteworthy that neither patient was inclined to come to 
grips with life’s problems by intellectual means. Often with addicts, 
as clearly seen in the case of Earle W., the problems are not very 
clearly recognized in their own mind. The overwhelming fact for 
such individuals seems to be that they are suffering pain or discom- 


fort which they wish to do away with at all costs. Unfortunately, 


this escape that they choose usually complicates their lives even 


further and makes them vulnerable to still more and greater dis- 
comforts. The cycle is usually not broken without the intervention 
of some long-term treatment. 

As was demonstrated in both cases, the acute episodes related to 
withdrawal from alcohol or drugs can be successfully treated. As 
long as the victim remains unchanged as a person, however, he is 
highly susceptible to recurrences of the problem. Thus, Earle W. 
found it necessary to return to the hospital again and again. Craig 
W. benefited enough from treatment at one time to keep away from 
drugs for an extended period of time and could eyen, bring bim 
self then to accept the challenge of specialty training 10 dentistry. 
Apparently he could not maintain the progress he had made with- 
out continual support. 

In both these cases, as in most of the ? s 
ity disturbances described, the problem of personal feelings of in- 
adequacy seemed prominent. The available personal history of 
each man hints at the reason for the existence of such a problem. 


other sociopathic personal- 
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Neither had available to him a father-figure with whom he could 
identify and upon whom he could model himself as a man. Craig 
W.’s father was himself weak and passive, while Earle W.’s father 


Was so strong and inaccessible that his son could only feel weak by 
comparison. 


CONCLUSION 


In most of the cases described in this chapter it appears that the di- 
agnosis that was made emphasized the symptoms to a much greater 
extent than the dynamics. Thus, despite efforts to present these dis- 
turbances in a light more consonant with current thinking in psy- 
chopathology, it seems that in spirit the old ideas about these dis- 
orders prevail yet. Perhaps the only way to change this spirit would 
involve the elimination of the classification entirely as a diagnostic 
entity, and including the cases which might be so labeled in differ- 
ent syndromes which give more stress to dynamic factors. This has 
probably not been done because the symptoms of the sociopathic 
personality disturbances demand special note due to their impor- 
tant consequences for society in general. 
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ies Transient Situational 


Personality Disorders 


IN ANY INSTANCE of emotional breakdown, some combination of 
situational stresses and predisposing personality factors which ex- 
plain the development of the disorder may be located. In most of 
the disorders which have been discussed previously both these 
factors have been present, but personality difficulties have tended 
to predominate. In the transient situational personality disorders 
the reverse is true. Much of the difficulty here is attributable to sit- 
uational pressures and ordinarily the underlying personality in- 
volvement is minimal. 

At times a particularly stressful situation results in a 
which does not subside once situational pressures diminish, When 
this occurs, it is a sign that a latent personality disturbance has been 
precipitated by the special adaptive problems attendant upon an | 
unusual stresser. Such cases are not diagnosed as transient disorders 
but, more properly, are placed under a category which takes more 
appropriate cognizance of the underlying pathology. 

Special stressers may take two forms. They may be related to 
unusually threatening or demanding situations rarely encountered 
by most people, or they may involve simply an exaggeration of the 
everyday challenges posed during various periods of life. The 
former type of stress, whenever it occurs, is diagnosed as a gross 
stress reaction. Such reactions are most commonly seen during war- 
time when soldiers are faced with severe physical demands and/or 


disorder 
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Severe emotional stresses, such as the death of buddies, their own 
danger of dying, and the necessity to kill. Similar reactions may 
occur in civilians who encounter catastrophic circumstances such as 
fires, earthquakes, flood, explosions, automobile accidents, and the 
like. The symptoms found in such disorders are usually dramatic, 
and include intense anxiety, recurrent nightmares, gross tremors, 
mutism, confusion, or possibly even paralyses. Most common to all 
such cases is anxiety. Prompt treatment of these disorders, which 
usually includes withdrawal from the fear-producing situation, re- 
sults in a fairly quick remission of symptoms. 

When the precipitating stress in a transient situational personal- 
ity disorder is related to the special adjustment problems created by 
a certain period of life, the subtype is identified by making refer- 
ence to the period involved, as follows: adjustment reaction of in- 
fancy; adjustment reaction of childhood; adjustment reaction of 


adolescence; adult situational reactions; adjustment reaction of 
late life. In the adjustment reaction to i 
due excitability, 


it spasms, som- 
phobias, and the like, are 
ory strivings and vacillations 


may be manifested by anxiety, 


alcoholism, asthenia, poor efficiency, 
low morale, unconventional be 


havior, and so on. Adjustment reac- 
cipitated by involutional changes, re- 
breaking up of families through death. 
w will not be identified beforehand as 


belonging to one or another subgroup. Each will be taken up sepa- 


Transient Situational Personality Disorders 265 


rately in the following discussion and, at that time, what seem to 
be the most appropriate subgroup designations will be mentioned. 


CASE STUDIES 


Carl C., a twenty-five-year-old, recently discharged veteran of 
the Marine Corps, was admitted to the neuropsychiatric ward of a 
large Veterans’ Administration general medical hospital in south- 
ern California. He was married and had not been out of the service 
long enough to find employment. He and his wife had been living 
with her parents on a small fruit farm. 

Carl was born in a small farming community in the same section. 
His parents owned a small farm, and he had vivid and happy rec- 
ollections of his life with his parents before he was seven, when his 
father died. An only child, he remembered such attentions as being 
taken to town by his father and being read to by his mother, who 
spent much time with him. He characterized his father as a sincere, 
trustworthy person who had one major weakness, a love of alcohol. 
This often interfered with his managing the family farm, and Carl’s 
mother took over many such duties. In speaking of his mother Carl 
said that she was a “good, strong person” who was not easily manip- 
ulated, She was a stern disciplinarian and was the bulwark of the 
family in those days. 

After his own father’s death, his mother remarried, this time to a 
stern man of the “old school.” The latter meted out punishment 
with his belt and often Carl felt that he did so unjustly. This stimu- 
ulated much conscious resentment toward his stepfather, which 
interfered with their developing a warm, mutually satisfying relation- 
ship. Carl thought that this changed as he grew older, and by the 
time he entered the service he felt that his stepfather was becom- 
of him so that their relationship could be a closer 
a stepbrother was born, but because of 
them, they had little to do with each 


ing “respectful” 
one. When Carl was twelve 
the age difference between 


other. 


At school Carl always did well. His grades were above average 
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and he took part in many school activities, becoming a class officer 
in his senior year. His adolescence also witnessed occasional diffi- 
‘culties due to pranks, such as using the family car without per 
mission, which once resulted in an accident. At the same time he did 
his share of work on the family farm and, after graduation from 
high school, took a selling job with a local farm-supply firm. He 
held this for two years before enlisting in the Marine Corps when he 
Was twenty and it seemed likely that he would be drafted for World 
War II. 

Carl met his wife while he was in high school. She was a local girl 
three years older than he and who was his only “steady.” They saw 
each other regularly for the two years that he worked, and married 
just before his enlistment, so that they were separated after a three- 
day honeymoon. 

Carl’s presenting complaints, intense anxiety, 
rent nightmares and much guilt, were related to s 
Occurred while he was still in the service, 
admission to the hospital. At that time, afte: 
two days, he was leading a patrol of thir 
sance mission in the hills of an island in 
resistance, Carl and his men were quite s 
in an ambush, surrounded by several hi 
in the battle that ensued only Carl and si 
Out of the trap and make their Way bac 
feeling “very exhausted” 


insomnia, recur- 
ome events which 
nine months before his 
T going without sleep for 
ty men on a reconnais- 
the Pacific. Not expecting 
urprised to find themselves 
undred of the enemy, and 
x others were able to break 


ith his wife, Because he had not yet 


nity, they lived with Carl’s wife’s 
parents and he looked for work. 
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About two weeks before admission, however, and concomitant 
with what he later described as some unfair slurs by his father-in- 
law regarding his unsuccessful job-seeking behavior, Carl became 
extremely anxious. He began experiencing nightmares as often as 
three or four times a night, and these were always related to the 
events connected with the loss of the patrol he led. As his guilt 
mounted he began questioning his own right to be alive. His insom- 
nia and anxiety continued to increase, and he appealed to the 
Veterans’ Administration for hospitalization. 

When he was interviewed in the hospital Carl was generally 
tense and withdrawn. Although he wore a sad expression and his 
mood varied between being downcast and a feeling of determina- 
tion to get a grip on his feelings, he was able to smile on appropriate 
occasions. Much of the content of his thought revolved about his 
battle experiences, and he expressed considerable anger at what he 
felt were his own blunders which might have cost the lives of oth- 
ers. He was well oriented and displayed good memory for past 
events and a good fund of general information. His ability to re- 
tain current information seemed impaired by his high state of anx- 
iety. 

Carl was hospitalized for a period of four and one-half weeks. 
During this time he was seen in individual psychotherapy several 
times and underwent two interviews under hypnosis. As a great 
deal of traumatic material was abreacted, his anxiety and depres- 
sion diminished. When his nightmares ceased to occur he felt well 
enough to ask for a discharge from the hospital and has had no 
need to return. 


Byron Y., a sixteen-year-old high-school junior, was seen by a 
psychologist in private practice on the referral of his family physi- 
cian. He had been living in the middle-class home of his parents in a 
medium-sized southern city where his father was the minister in one 
of the larger community churches. 

An only child, Byron described his father as an extremely quiet 
man who never argued or spoke at length, but who nevertheless 
commanded his respect. Byron would have liked a closer relation- 


x 
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ship with his father and was careful to behave well in his presence 
with the hope that this might someday develop. Byron’s mother 
grew up in unhappy circumstances, with a warm, generous father 
whose uncomfortable home life resulted in his developing an al- 
coholism problem. Mrs. Y.’s mother was a narcissistic, gossipy 
woman who neglected her home and her family in favor of her 
petty interests. Thus, Mrs. Y. was required to assume many unu- 
sual responsibilities as a youngster, and when she grew older she 
worked her way through the state college and taught school until 
her marriage. Within her own family she was domineering and ag- 
gressive. Nevertheless, Byron felt closer to her than to his father. 
Byron’s physical development was normal in all respects. His 
mother had made an issue over the fact that he practiced masturba- 
tion when she caught him at it when he was thirteen, and this em- 
barrassed him greatly. Sex was a taboo subject in his home and 
what information he acquired came from friends his own age. 
Byron’s school adjustment had been exemplary up until two 
years before he was seen by the psychologist. At that time he lost 
interest in his studies; became, according to his parents, overly in- 
terested in girls; and began associating with an unsavory group of 
boys. This behavior was becoming a serious source of embarrass- 
ment for the family because of their 


position in the community, but 
all efforts to reason with Byron fail 


ed. He also began having tem- 
per tantrums in which he became enraged and did such things as 


throw pieces of his mother’s favorite antique china against the wall. 
As his grades slipped Byron abandoned the idea of preparing for a 


ents had tried to foster for 


eeks before he saw the psy- 
nded by the police while en- 
who was older than himself 
k place in a car parked in a 
he was Tecognized by one 
Parents were informed of the 
incident. 


When he was examined by the Psychologist, Byron was found to 
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be a reasonably intelligent, articulate youngster, whose cognitive 
functions seemed unimpaired. His dress was neat but in the exag- 
gerated style following the local teen-age customs. His hair was 
worn long and had been combed in an obviously elaborate fashion. 
The content of his thought included much resentment toward his 
mother, who, he felt, dominated him without truly understanding 
what was important to him. In general his mood was calm, but as 
the session wore on a certain amount of depression became clearly 
evident. 

It was recommended that both Byron and his parents undertake 
personal counseling. Byron continued to see the psychologist to 
whom he had been referred, while his parents were seen jointly by 
a local psychiatrist to whom they had been referred. After a short 
course of treatment over a period of two months, Byron’s behavior 
improved noticeably and his case was terminated. 


Rita W., a twenty-eight-year-old mother of two daughters, was 
seen by her family doctor in connection with an acute anxiety 
attack. She and her husband, the owner of a successful discount 
department store, resided in an upper middle class suburban com- 
munity on the eastern seaboard. 

Rita was the only child of a couple who had married somewhat 
late in life. Her father was a quiet, gentle man who treated her well, 
but whose age and professional interests as an engineer set limits on 
his availability as a companion to a growing child. Her mother was 
also described as a wonderful person, but one who was not al- 
ways patient with and understanding of a growing youngster. Rita 
was a good student and, after completing high school, elected to at- 
tend a small girl’s college in New England. While in her second year 
there she met her husband, a man ten years older than she, who was 
in the process of developing a successful retail business. After a 
whirlwind courtship of only four months she decided to leave 
school in order to marry. 

The early years of this marriage were happy ones, and Rita 
gave birth to two daughters. They were eight and four years of age, 


respectively, when the mother was prompted to seek help in con- 
ay 


oa children, and she resented being left with all of the responsibility 


CWTA ST. 


hii ii 
RNS OF PSYCHOPATHOLOGY 


nection with her anxiety. As her husband became more and more 
involved with the development and expansion of his business, Rita 
felt more and more neglected. Her husband began working several 
nights each week and buying trips took him away from home for 
days at a time. The last two years of her marriage had become 
particularly unhappy ones for Rita. She felt that she’ and her hus- 
band had grown apart. They no longer attended social events to- 
gether, and the friends they had shared drifted away because his 
_ devotion to his work had so limited their contacts, Eventually Rita 
began feeling that her husband no longer cared for her or their 


for rearing her daughters. 
About a year before her 


point where they 
despite her feeling that she 
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in a marital counseling relationship. This was accepted and within 
a few months Rita was generally more comfortable and more op- 
timistic about the future of her marriage. 


Randolph P., a fifty-nine-year-old physician, was admitted to 
the psychiatric ward of a small private hospital in a New England 
city. He had recently separated from the woman he was married to 
for thirty-two years and was living alone at the time he sought hos- 
pitalization. 

Randolph was the oldest of two children born to a family that 
lived in a large city where they enjoyed a prominent local social 
standing. His father was a successful attorney who took over the 
management of the family firm; it had been in existence for many 
years. He was described as a formal, sober person, dedicated to 
his work, which demanded a great deal of time, and also to a few 
philanthropies which had been traditional in his family. Although 
Randolph’s contacts with his father were limited, he developed 
an abiding respect for him and was willing to take problems to 
him for discussion. Randolph’s mother, in contrast to his father, 
had more social interests and was a warmer, more demonstrative 
person than her husband. She was active in many social organiza- 
tions in the community and in one of the better country clubs in 
the area. She drank on frequent occasions, and when he grew 
older he overheard rumors that from time to time she engaged in 
illicit sexual affairs. 

Although a bright youngster, Randolph was an indifferent stu- 
dent. He did well enough at a fine preparatory school, neverthe- 
less, to win admission to the Ivy League school that his father had 
attended. There he abandoned the idea of following his father in a _ 
career in law and, because of his interest in the biological sciences, 
decided instead to attend medical school. His record in medical 
school was a very mediocre one, primarily because he preferred a 
"gay social life to the hard work of studying. At one point his prog- 


ress was so inadequate that he was required to repeat a year of his — 
xi y 


schooling. During this period of his life he drank vem at 
: - times and toistered about with women of poor repute. 
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While an intern Randolph met his wife, then a young nurse at 
the hospital where he was receiving his training. They dated for a 
period of only two weeks before he proposed marriage while some- 
what under the influence of alcohol. They married soon after this 
time, even though Randolph’s father expressed disapproval. The 
next year Randolph returned to his native city and began the gen- 
eral practice of medicine. SUN 

From the first Randolph’s marriage was a stormy one. His wife 
proved to be a rather childish, demanding person who could noi 
get along with his parents, and who disapproved of most of his 
friends. Despite frequent quarrels, Randolph chose to remain with 
his wife and made many compromises to smooth over their relation- 
ship. As a result his social life was greatly curtailed and his inter- 
ests, outside of those related to his work, diminished. During those 
years the couple had two children, a son and a daughter, both of 
whom had married by the time Randolph sought hospitalization. 
Randolph never felt close to his children and often suspected that 
his wife alienated them from him. As long as the children were 
growing up, however, he was willing to put up with his wife’s un- 
reasonable nature for the sake of preserving family unity. 

The crisis leading to Randolph’s hospitalization had developed 
only three months prior to that event. At that time, owing to the 
combination of his youngest child’s Marriage and his meeting and 
being attracted to a woman several years his junior, Randolph de- 
cided to separate from his wife. Ultimately he intended to divorce 
her and proposed to his new female friend that they marry when 


he first made this decision he felt 


years. Gradually, however, 
Teconsider his actions, 


new marriage., This u 
creased to the point 
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began feeling that he had to escape from his work and family pres- 
sures. He therefore accepted the suggestion of a colleague in psy- 
chiatry that he enter a hospital for a short rest. 

After five days of hospitalization, during which he was visited 
daily by a psychiatrist with whom he was able to discuss his situa- 
tion, Randolph began feeling better. His sleep pattern improved 
and his appetite returned. He was able to reaffirm his original de- 
cision with renewed confidence and left the hospital determined in 
his resolve. He was advised to seek the consultation of a psychi- 
atrist should his symptoms recur. 


DISCUSSION 


The first of the cases presented, that of Carl C., seems best classi- 
fied as a gross stress reaction. The reaction seems to have been 
delayed considerably in a way not altogether uncommon in such 
disorders. The breakdown did not take place in the face of the im- 
mediate stress at all. As a matter of fact Carl seems to have been 
able—probably at great personal effort—to meet the emergency as 
it occurred, and actually repressed many of the reactions which 
would have been realistic, but somewhat disabling, in the situation. 
In this, one might suspect that his need to win the respect of su- 
periors, just like his need for his stepfather’s respect, impelled him 
to face dangers unflinchingly. When he returned home he was no 
longer as rigidly mobilized, and, when threatened by the loss of 
his father-in-law’s respect, the long repressed feelings flared forth 
with disabling force. Thus he relived the trauma of a disastrous 
battle by experiencing the self-derogation and the anxiety that 
would have rendered him helpless had it found expression on the 
battlefield. 

The case of Byron Y. is considerably different in nature. It prob- 
ably would receive the diagnosis adjustment reaction of adolescence. 
His difficulty seems to have sprung from the conflict between 
his growing needs for independence and the controlling influ- 
ence his parents, particularly his mother, probably tried to exert. — 
Another factor in his situation seems to have been his disappoint- r 


- ment in a father who never permitted the close relationship he 
would have liked to have had. In essence it seemed that he was be- 
ing asked to become the kind of person his parents and the com- 
munity doubtless expected him to be without having many of his 
own needs considered. The acting out that Byron displayed seemed 
clearly to represent his way of striking out at his parents. The tem- 
Peramental displays at home were more direct attacks on his 
mother, toward whom he felt such displays could more readily be 
directed. His imprudent behavior outside of the home probably 
Tepresented an indirect means of hurting his father, a person to- 
ward whom his aggression could not comfortably be directed. 

Rita W. suffered what would probably be diagnosed as an adult 
situational reaction related to an unhappy marital situation. She had 


_ man getting along in years, he recognized his lack of resiliency and 


Transient Situational Personality Disorders 275 


was threatened by the challenge of developing a new relationship 
with a woman who might, after all, not be very different from his 
wife. This combination of factors served to immobilize him and to 
interfere with his eating and sleeping patterns. 

A fairly common symptom in all these cases was anxiety; of 
varying degrees, it tended to immobilize the individual. Of course, it 
was most intense in Carl C., who was suffering a delayed reaction to 
a most threatening situation. Byron Y. displayed behavioral symp- 
toms rather than internal psychological ones, as did Rita W. to 
some extent. In both cases this had to do partly with the needs 
underlying the behavior and the personality make-up of the in- 
dividuals involved. 

Basic similarities among all these cases prevail despite the widely 
different specific manifestations. In each case the adjustment of 
the individual before the onset of illness was a fairly healthy one. 
Breakdown occurred in the face of a very specific and threatening 
precipitating force. When it did occur breakdown in each took the 
form of some expression, direct or indirect, of anxiety. And in 
each case, recovery was fairly rapid after proper treatment began, 
probably because of the individual's stability before the illness. 

It is important to note that all cases seemed to respond well to 
relatively brief and superficial treatment, frequently involving en- 
vironmental manipulation. In the cases of Byron Y. and Rita W. 
this included the introduction of his parents and her husband to 
treatment, because these other people represented an important 
environmental force for each. Only by altering their attitudes and, 
consequently, their behavior could the stimuli affecting Byron 
and Rita be expected to have changed. 


13. Acute and Chronic Brain 
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Generally speaking, there are certain symptoms stemming di- 
rectly from the impairment in nervous system function which result 
from extensive neural damage. These usually include disruption in 
five areas of functioning: First, there is often an impairment in ori- 
entation such that the individual may be confused about the time 
or his whereabouts. Second, there is some impairment in memory, 
usually manifested by a difficulty in recalling recent events. Third, 
such intellectual functions as comprehension, calculation, and the 
capacity to learn and to understand are disrupted. Fourth, there is a 
loss of good judgment in situations requiring interpretation and a 
choice of actions. Finally, the affect of the individual becomes 
shallow and quite labile, or changeable. The magnitude of these 
symptoms varies as a function of the extent of the neural damage, 
appearing in an increasingly pronounced form as the damage be- 
comes more extensive. Further, any other symptoms which might 
develop are superimposed upon these more direct ones. 

There are two separate classifications of organic brain disorders, 
depending upon the reversibility of the brain pathology. The acute 
brain disorder is regarded as temporary and reversible, while the 
designation chronic brain disorder refers to those cases where brain 
damage is irreversible. In actual practice such distinctions are diffi- 
cult to make. The same etiology may produce either disorder, and 
in some cases an acute condition subsides but leaves residual dam- 
age resulting in a chronic condition. On the other hand, persons 
suffering a chronic disorder may experience acute exacerbations of 
symptomatology. Some of the more common causes of brain dis- 
orders of either the acute or chronic type are infections, traumas, 
toxic and metabolic disturbances, and the physiological changes 
accompanying the process of aging. 

In the material which follows, some case examples will be offered 
of acute brain syndromes, followed by a discussion. A second group 
of cases will depict the chronic brain syndrome associated with a 
variety of causes. A discussion of these and a summary section will 
conclude the chapter. 
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THE ACUTE BRAIN SYNDROME 
Case STUDIES 


Thomas C., a twenty-five-year-old unmarried construction 

= worker, was brought to a small hospital in the Midwest by his fa- 

“ther, after having behaved bizarrely for the previous two weeks. 

He had been living at home with his parents in a rundown neigh- 

borhood of a small community nearby. 

Thomas was the fourth in a family of seven children born toa ; 

construction worker in a small industrial community. He was a dull i 
child who got along well with everybody except his teachers. Hei 


Ka 
` repeatedly failed in school and barely completed the primary } 


grades when he left at sixteen to take a job as an unskilled construc- 
f tion worker. Intelligence tests ad 


ministered during his school career 
4 revealed that he was functioning at a dull-normal level, but was 
not mentally defective. 


Two weeks before his hospitalization 
ease that was diagnosed simply as “flu” by the family doctor. It was 
marked by muscular aches, weakness, poor appetite, and—most — f 
important—very high temperatures, and was treated by antibi- — 
otics. While sick he was supposed to have “talked out of his head” 
a considerable portion of the time. When his temperature rece. 
he returned to work, but his family and friends Noticed that 
was behaving strangely. He seemed isolated and preoc cupie anes a 4 
did not participate in the usual banter carried on by the workers. 
Moreover, he seemed very confused and 


c mechanical in doing a ob 28 
that he knew well, and required no creative effort. After a fe ts 
ent 


Thomas developed a dis- 


any elevated temperatur , and v 
chiatric care, On the following — 
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He was then brought to the hospital, where he disclosed that he had 
been imagining things since his illness, but had not mentioned them 
to anyone. 

During the initial interview he sat with a blank, preoccupied 
stare, gazing fixedly at a spot above the interviewer's head. At one 
point he reached out his hand and placed it on the doctor’s shoul- 
der, and the doctor remarked later that “it seemed almost that he 
was testing whether or not I was real.” Thomas was disoriented for 
time, place, and person, being unable to tell what month it was, 
which hospital he was in, or who the interviewing doctor was. 
When asked to subtract threes serially from fifty he did very 
poorly, and then walked to the door saying, “Is this my last visit?” 
Throughout the interview his affect was flat. 

Two weeks later, after being allowed to remain in the hospital 
and recuperate, he was completely oriented for time, place, and 
N person. He was able to subtract threes serially from fifty without 

error, and displayed appropriate affect to every question. He real- 
ized that he had been imagining eepe things that he really 


Emil P., a forty-five-year-old unmarried truck driver, was ad- 
mitted for evaluation to the psychiatric ward of a Veterans’ Ad- 
ation hospital in the East. For the fifteen years before this 
EE n he had lived with an older sister and her small family in 
i the lower middle class neighborhood of a medium-sized city. 
SE Emil was the third of four children, having a brother who was 
twelve years younger than he and an older brother and sister. His 
father had worked as a bus driver when active, but a serious heart — 
tion forced his retirement when Emil was five; for the re- 
naining eight years of his life, he was an invalid. As such, he was 
object of much attention and concern on the part of Emil’s 
mother and older brother and sister, and was not seen as a potent 
Beat rce in the family. Emil’s mother was clearly the head of the house 
ıd worked very hard much of her life. All of her children looked 


P 
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to her for guidance and support, and Emil lived with her, never 
marrying as did his two brothers and one sister. When Emil was in 
his late twenties his mother died of cancer, and he moved in with’ 
his sister, the eldest sibling, and continued the quiet life that he had 
lived up until that time. 

Emil had little interest in school, and both for this reason and be- 
cause the family needed what he could earn, he left school after the 
tenth grade and went to work in a factory. Late in World War II he 
was drafted into the Army, where he served just under two years 
before he was discharged. When he returned home, he took a job 
as a truck driver, for which he had been trained in the service, and 
continued to work for the same company for over twenty years. — 
Emil dated infrequently and never seriously considered marrying, 
feeling that he could not afford it. His interests were few and con- 
sisted primarily of an occasional fishing trip, weekly attendance at 
a local movie, and chatting with cronies at a nearby pool hall. The 
sister he resided with described him as a quiet, neat person who ~ 


was good to her children and in general was pleasing to have as a 
roomer. 


Two years before his psychiatric hospitalization Emil was found | 4i $ 
to have a cancerous tumor which required immediate ‘surgery $ 
Following this operation he was in some pain and had con- 
siderable anxiety, making it impossible for him to sleep. He was 
given barbiturates to allay this condition and found some relief. 
When he had recovered sufficiently to return home, Emil found 
that, despite the fact that he was no longer in pain, he still had 4 
difficulty sleeping unless he continued to take barbiturates. Gradu- 
ally he increased his intake of such drugs until one month before 

his hospitalization, when he suddenly felt “sick all over.” His physi- 
r cian suspected this was due to barbiturate intoxication and ordered 
__ him to stop taking the drugs. Thereafter, Emil became markedly — 
iy anxious and was again unable to sleep, Tranquilizers were of little- 

‘help to his condition, and he complained that he felt a tightness in 

his chest and was generally unable to sleep, except for a few restless 


dream-filled hours just before he had to arise. The “sick” feeling 
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w continued unabated, and he Depan complaining ofa listlessness, a 
disinterest in things around him, and a desire to avoid people. His 
4 appetite diminished and he lost much weight. Because of these 
5 depressive signs he was referred to a psychiatrist who recommended ; 
hospitalization, and arranged for Emil to go to a nearby Veterans’ 4 
me, Administration installation. Ey 
= When he was examined in the hospital, Emil appeared much i 
older than his stated age. He sat immobile and seemed depressed. 
Although he was passive and underproductive, he tried to convey 
the impression of friendliness, and he was superficially cooperative. 
_ His verbalizations were coherent, but their content involved much 
- self-depreciation (for example, “I’ve made a mess of my life”; 
“Only a fool or a moron would take so many of those pills”). Much 
concern was voiced over his inability to work, and he insisted that 
his illness stemmed strictly from the barbiturate problem. 
_____Emil’s motor responses seemed slowed and affectively he gave 
ee “the appearance of being blunted. Orientation was good but his 
“memory for both recent and remote events was impaired. As a re- 
- sult he could not recall the names of any of the physicians or nurses 
vl o had been attending him. He could not name all of the past 
our presidents, nor the six New England states. He was also unable 
to recall the ages of his siblings and could not say in what years 
World War IL began and ended. Emil had considerable difficulty 
doing simple arithmetic calculations in his head, so that it took 
} ae o ioes to make ten serial subtractions of three from 
idred and in the process he made four errors. He could not 
ak tractions of the number seven at all. In explaining the 
aning of roverbs, Emil was extremely concrete at first, but 
could give ore general responses when pressed. | ` 
‘During his stay in the hospital an electroencephalogram (EEG) ~ e 
= Was taken and was found to be abnormal, consistent with mild de $ 
lirium and/or dementia. He was treated with four electric shocks 9 i 
r the depression he displayed and his response to this was good. A 
After a six-week stay in the hospital he was discharged and was 
advised to maintain contact with a nearby outpatient clinic. 


PPN WTN A ù A ei 
ETAN woes “4 > 


i i A i 4 
282 PATTERNS OF PSYCHOPATHOLOGY 5 f 


Naomi L., a fifty-year-old married but childless woman, was 
brought to a large eastern hospital after having passed out in a bar 
during an alcoholic episode. She and her husband were living in a 
lower middle class neighborhood in that city. 

Naomi was the only child born to a puritanical New England 
farm couple. Her parents were both well educated, and were very 
strict with her. She had an academically successful but: socially 
empty high-school career, largely because of her parents’ restric- 
tions, since they did not allow her to date. After one year of col- 
lege in a New England girls’ school, she suddenly met and married 

a foreign graduate student who was almost twice her age. Her par- 
ents opposed this marriage, as might have been expected, but Naomi 
insisted and had her way. The marriage proved very unhappy be- 
cause of her husband’s strange customs and habits, to which she 
could not adjust. Their relationship was marked by frequent sepa- 
rations, and finally ended in divorce after nearly ten years. i, 
Naomi then met and married her current husband. He had been _ 
divorced from a first wife, and was a confirmed alcoholic. It was 
during this marriage that Naomi began to drink excessively, and 
even when the marriage was interrupted by a divorce, she con- 
tinued to drink and without the excuse of acting as a companion tonnes 
her husband. She took work as a bookkeeper to support herself and 
was very efficient when sober, although she did miss a good deal 
: of work due to alcohol. She remarried her husband at his insistence, 
after they had lived apart for two years. Between her divorce and. 
A remarriage she had been hospitalized once for alcoholism. At that 
time she was given the diagnosis of psychosis due to alcoholism ; 
with delirium tremens. Sea 
The binge resulting in the current hospitalization began three | 
weeks prior to admission, after a quarrel between her and her hu 
y: band, and she drank continually until admission. During this time 
a she had sexual relations for money to support her drinking with 
Fi _“someone”—a man she met in a bar; this made her husbant am 
- ous. Naomi felt that his anger was unjustified, 
drunk to know what she had been doing. 


When she entered the hospital she was markedly apprehensi 


— a) e 


since she was too 


i. 
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Ne tremulous, and agitated, even though she had been on heavy do- 
Mik sages of paraldehyde. She spontaneously told the admitting physi- 
Hip cian that she would not remember his name on the following day, 


and didn’t. She showed a marked startle reaction at the slightest 
noise and occasionally displayed large jerking movements in her 
extremities, Naomi heard voices calling her dirty names, and, if she 
closed her eyes, saw shadowy figures who frightened her. She felt 
as though people were talking about her and criticizing her, and she 
accused her husband of wanting to have her committed. However, 
_ she was oriented in all spheres, did not display any marked mem- 
REY loss, and showed no significant physical or neurological find- 
ings. 
Naomi was treated with paraldehyde and massive vitamin doses, 
and after her symptoms cleared up, signed herself out of the hos- 
_ pital against medical advice. She rejected all suggestions that she 
enter an outpatient treatment program, and returned to her hus- 
band and bottle. 


_ Wayne T., a nineteen-year-old single man, was admitted to a 
neral hospital in the Southwest, four days after having sustained a 
loyed as a laborer in the oil fields and lived 


4 concussion. He was emp! 
ghborhoods 


with his parents and three siblings in one of the best nei 
the small city in which he grew up. 

ayne’s father was a college graduate and 
d to build up a very successful restauran 
wo combination bar and dining rooms in the city where he lived 
_ and several other eating places in surrounding towns. He was de- 
scribed as a man who fought his way to the top, suffering his great- 


est setbacks as the result of his own tendency to drink excessively 
ment in his business and his not in- 


a man who had man- 
t business. He owned 


WAS 


at imes. Because of his involve: 
_ frequent drinking bouts, Wayne’s 

“for his family. When he did devote himself to his wife and children 
as warmly regarded, but he could never sustain these atten- 
Wayne described his mother as more stable than his father. 
ok an interest in the family business and often made important 
s when her husband was in no condition to do so. At home, 


IE ey Pe ae RN a TC Poe Pere Bey aA baw aay 


father had relatively little time 


=~ = igs 
aS ee 


ee 


> 


2: mn 
Fae 


oe px 


; 
e 


284 PATTERNS OF PSYCHOPATHOLOGY 


however, she was reserved and undemonstrative and often left the 
duties of rearing children to indifferent servants. As a result Wayne 
encountered relatively little discipline in growing up. 

As the eldest child in a family having three sons, there was a 
tacit expectation that Wayne would prepare himself to enter, and 
eventually take over the management of, the family business, along 
with his two younger brothers. From his earliest school years, how- 
ever, he seemed to rebel against his fate. Although he seemed in- 
telligent enough to do good work Wayne’s grades were always poor. 
Even more disturbing was the fact that he took as friends many 
lower-class youngsters whose antisocial acts—in which he shared— 
brought him in frequent conflict with school authorities and, at 
times, with the police as well. This was a constant source of concern 
and embarrassment to his family, so that while in junior high 
school he was removed from the public-school system and placed 
in a private military academy. During the three years he spent 
there Wayne was a frequent disciplinary problem and eventually 
he was expelled from the academy because of his unwillingness to 
comply with rules. On his return home at sixteen he declined to at- 
tempt to complete high school and chose instead to carouse with 
a group of boys who drank excessively and socialized with women 
of questionable character. When Wayne’s parents refused to con- 
tinue to finance his escapades, he found a job as a laborer, the type 
of work being done by most of his friends, and seemed content to 
continue the immature, rebellious pattern he had been living. 

About four days before his hospitalization, Wayne engaged in a 
barroom quarrel over a girl and in the course of this was knocked 
down, striking his head on the hard floor. He was dazed 
suffered no other symptoms. When he was brought ho 
ents insisted upon a physical exantination, to which he 
At that time the findings, including those of the X- 
done, were negative. The next day, however, Wayne began com- 
plaining of a strange feeling of a change of pressure in his ears such 
as one experiences upon driving in mountainous regions. This was 
more a strange and annoying sensation than a painful one. He also 
complained of feeling foggy and vaguely restless, His ability to con- 
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centrate was impaired, so that he tended to lose sight of his goal 
in dealing with a task and found himself repeating meaningless 
operations. Finally his time sense was disturbed, and recent events 
were often subjectively experienced as being from the distant past, 
while remote ones often seemed as though they had just occurred. 
When this complex of symptoms failed to subside after three days 
Wayne’s physician prevailed upon him to enter a hospital for ob- 
servation. 

When he was examined Wayne appeared comfortable and co- 
operative. He seemed able to concentrate on the interview with 
some effort, but from time to time he had to rub his eyes or pick at 
his ears and seemed restless. He admitted that he felt “edgy.” There 
seemed to be only mild impairment in superficial intellectual func- 
tions but he found it necessary to heighten his effort noticeably to 
perform many relatively simple memory tasks. Wayne’s electro- 
encephalogram was taken the day after his hospital admission and 
revealed an abnormality which was consistent with a post-traumatic 
state, During his hospital stay this procedure was repeated three 
times at four- or five-day intervals. Improvement was noted in 
each and the last electroencephalogram was essentially normal. 

During this stay in the hospital Wayne was treated with sedatives; 
these allayed his feelings of anxiety and restlessness, and then 
were withdrawn gradually. His initially seclusive manner and un- 
cooperative attitude toward ward routine improved progressively 
during the three weeks he was hospitalized. He was then discharged 
to the care of his private physician. 


DISCUSSION 


Most noteworthy in each of the cases described is the acute symp- 
tom picture which was presented. In only one of these cases was 
there enough gross disorganization to result in disorientation for 
time and place (Thomas C.). In all cases, however, there was 
some impairment of memory, although in varying degrees. Emil P. 
could recall neither the recently learned names of people around 
him nor facts learned sometime before. Thomas C. and Naomi L. 
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had particular difficulty with recently learned material. In the case 
of Wayne T. the impairment seemed 
marily in the need to expend consider: 
facts which might ordinarily be at one’s 

The task of concentrating and ma: 
terial well enough to engage in simp 
not beyond the capabilities of Nao 
other hand, both Thomas C, and E; 
tasks as subtracting the number 
hundred. 


more subtle, consisting pri- 
able effort to bring to mind 
finger tips. 

nipulating early-learned ma- 
le arithmetic Operations was 
mi L. and Wayne T. On the 
mil P, had difficulty with such 
three serially from fifty or one 


terfered with by pathology. 
The general symptom com 
an amalgam of factors relate 


him into the situation where he received a brain injury. Most of 
the acute symptoms he displayed—the strange feeling in the ears, 
the disturbance of a time sense, the inability to concentrate and 
the general apprehension—were probably referable to the diffuse 
damage caused by his concussion. On the other hand his restless- 
ness and uncooperativeness on the ward seemed more a part of his 
_ characterological approach to situations. 

In two of these cases (Emil P. and Wayne T.) laboratory find- 
__ ings helped to confirm the diagnoses and were useful in gauging im- 
_ provement with treatment. In all cases recovery was complete. 
| Thomas C. needed only rest and routine care. Emil P. was per- 
mitted to rest and his depression was treated with electroconvulsive 
_ therapy (ECT) in his hope of eliminating his dependence on drugs. 
Naomi L. required both sedation and vitamins to restore her phys- 
ical health, doubtless impaired by excessive drinking and a lack of 
concern for proper nutrition. Wayne T. also required sedation and 
‘test in order to recover. 

_ It should seem apparent from the case of Wayne T. especially 
a t the question of whether permanent brain damage had been 


THE CHRONIC BRAIN SYNDROME 
E STUDIES 


Amanda P., a forty-five-year~ -old married mother of three chil- 
en, was referred to a large psychiatric center on the Pacific Coast, 
ter a long history of alcoholism. She, her husband, and their chil- 
en were living in a well-to-do neighborhood in a small com- 
nity where he was socially prominent. 
da was the only child of an unhappily married couple in 
dwestern city. Her father died while she was still an in- 
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fant, and her mother, who led a very active social life, did not want 
to be burdened with a child and gave her up for adoption. The fam- 
ily that reared her relegated her to a servant’s role, satisfying all of 
her physical needs, but few of her emotional ones, From time to 
time, as she grew, she was visited by her real mother, and hence 
knew she was adopted. She was a bright student who did well in 
school, and was planning to enter a specialized secretarial training 
program when she received a letter from her mother asking her to 
go and live with her and her newly acquired husband. Although 
Amanda had not heard from her for over six years, she abandoned 
all her plans and went to join her mother. She was very unhappy 
with her mother and stepfather, and, when only eighteen, married an 
auto racer whom she had known less than a week. They had one 
child, who was tragically killed when he ran away from Amanda 
into the street and was run over, Shortly after the child’s death, and 
after five years of a relatively happy marriage, her husband was in- 
volved in a crash during a race and was also killed. Amanda was 


thus left all alone, in California, where she knew nob 
theless, 


plight. 


ody; never- 
she did not seem to be particularly grieved despite her 


Her second marriage to an up-and-coming young businessman 
was initially very happy, until he began to be involved in a variety 
of status-producing community activities. As he became more 
prominent he also became less attentive to Amanda, and this neg- 
lect, coupled with a painful operation shortly after the birth of her 
third child, marked the beginning of Amanda’s excessive and repe- 
titive drinking. She rapidly increased her Consumptio: 


n to over a 
quart of liquor a day, and neglected all responsibilities and other 


activities. As a result of her neglect of personal hygiene, her hus- 
band had not approached her sexually for over two years previous 
to her hospital admission. She stole money from one of her hus- 
band’s many enterprises—a large dry cleaning establishment 
which she previously had helped manage quite successfully— 
and became involved in so many hasty situations with customers 
and employees that he had to ask her to remain at home. She also 
became a habitual liar, was exceedingly sloppy at home and in 
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public, and discontinued all of her community activities. Finally, 
her husband brought her to the center for treatment. 

On admission Amanda was confused, tearful, and almost com- 
pletely disoriented. She suffered an almost total loss of recent mem- 
ory, which she attempted to shield by falsifying details to fill in 
gaps. Upon physical examination she showed abnormal skin sensi- 
tivity and an exquisite tenderness of the feet, which suggested pe- 
ripheral neuritis due to chronic alcoholism. Her liver was definitely 
damaged and there was strong suspicion that brain damage was 
present. 

In her first few interviews she was unsure of the date, confused 
about the location of the doctor's office and unable to remember 
the names of the nurses. When asked to explain the meanings of 
several proverbs, her responses were somewhat concretistic and, 
at times, bizarre as when in giving the point behind the saying 
“Too many cooks spoil the broth,” she replied, “Too many people 
mess in one septic tank; wind up with nothing.” 

After a period of a few months Amanda’s confusion and disori- 
entation had cleared, and when she promised not to drink any 
more she was released. A follow-up interview one year later dis- 
closed that she had kept her promise, but although she no longer 
drank, things were very much as before regarding her personal 
habits and morality. Her memory defects were still prominent 
and she seemed to suffer from a mild confusion. 


Helen Q., a fifty-three-year-old mother of one child, was com- 
mitted by her family on the advice of their doctor to a state hospital 
for a 30-day observation period. This was her second admission to 
a psychiatric hospital. She had been living with her husband in a 
small apartment and in the more recent weeks of her illness had 
been cared for by her husband, her son and her daughter-in-law. 

Helen was able to give little information about her early back- 
ground but it was known that she had graduated from high school 
in the rural midwestern town where she grew up. Her father was a 
small businessman who sold supplies to the farmers in the area. As 
soon as she completed her schooling Helen moved to the nearest 
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big city where she began working as a salesgirl in a small women’s 
clothing store. She remained at this for only three years before she 
met and married her husband, a salesman who spent much of his 
time traveling. They were married when she was twenty-one, and 
Helen led a rather sedate life until she was twenty-five and her 
only child, a son, was born. Following his birth Helen became de- 
spondent, and when her state gradually worsened, she was hos- 
pitalized for about four weeks. After that time she had occasional 
periods of depression, but none which were extreme enough to re- 
quire rehospitalization. She continued to lead a relatively narrow 
life, being an extremely careful housekeeper and channeling most 
of her energy into this activity. She had few friends and refused 
to take part in activities which would take her out of her home. 
Her husband’s work kept him away from home for long periods of ~ 
time, and their relationship never entailed much emotional close- 

ness. 

Almost one year before her latest hospital admission, Helen suf- | 
fered a fall in her home and sustained a severe head injury. She 
lost consciousness for fifteen days, and an Operation to remove 
fluid causing pressure on the brain was performed. When she re- 
covered Helen had some confusion and suffered amnesia regar 
ing the accident. Soon after the operation she began to experience 
nausea and vomiting and eventually began to have convulsions on | 
the average of once a week. These seizures were described as b 
ing preceded by a numbness in the right side of the face and i 
followed by a loss of consciousness and severe twitching in th 
mouth region. Gradually the confusion cleared and Helen began 
resuming her normal activities, bothered only occasionally by vi ji 

_ nightmares full of bizarre hostile actions. These dreams seemed 
realistic to Helen that it took much reassurance from her husbani 
to calm her. He, incidentally, had to change 
at home to look after her. 

A few weeks before her admission to the hospital Helen had a 
cold and some chest pain, and seemed to become quite exhausted _ 
after only slight exertion, Once she actually fell before she could 
reach her bed to lie down. She also began having more diffic 
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jobs to have more time | 


sleeping and her nightmares became even more terrifying and 
realistic. These changes were so upsetting that she began talking 
of suicide, and an old pistol that her husband had owned for many 
years was found under her mattress. About five days before her 
hospitalization Helen became more difficult to control. She dreamed 
that her daughter-in-law was feeding raw flesh to a man, and was 
not convinced of the unreality of this for nearly an hour after 
waking. She woke her husband in the middle of the night, accusing 
him of having dated the young daughter of one of their neighbors. 
She called those people who were trying to care for her obscene 
names and began threatening to kill them. Finally, she found it diffi- 
cult to maintain her balance while walking and staggered as though 
drunk, It was at this stage that she was hospitalized. 

-When she was examined in the hospital Helen had one eye com- 
pletely closed and seemed to squint through the other. She talked as 
_ though drunk and was confused so that, although she was oriented 
as to time, she was not fully aware of where she was. Her retention 
was poor and her calculations only fair. When asked to explain the 
meaning of the proverb, “A rolling stone gathers no moss,” she 
t 5 Tesponded, “A rolling stone does not have moss. This means noth- 
ing. If there is no moss, there is none to roll.” When she was then 
f _ asked to give the meaning of “People who live in glass houses 
= shouldn’t throw stones,” she replied, “It’s an old saying meaning 
S "nothing. It means exactly what it says. There is the right thing to 
"do, if there is a rolling stone it just doesn’t have any moss.” When 
Ge question was repeated, her answer was, “Who wants an ancient 
and old bit of physiology? Things that people do can easily be seen 
__and if we throw stones, that which we do isn’t right because what 
A ‘ap e do can be seen.” During this interview she cried readily and 
~ appeared depressed. ? / 
During her one-month stay in the hospital Helen displayed little 
change in her condition. She was often confused (for example, 
"getting dressed in the middle of the night as if to go out). Fre- 
ently, she displayed considerable anger, directed especially to- 
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keeping her at home for about three months she was recommitted 
to a state hospital and still remains there. 


Betty L., a twenty-one-year-old single girl, was admitted to a 
large midwestern university hospital after an exacerbation of 
tantrum-like behavior which had been prominent for many years 
in a more moderate form. She lived with her parents in a middle- 
class neighborhood in the vicinity of the hospital. 

Betty was the youngest of three children born to a socially alert 
family. Her father was an economics professor at the state univer- 
sity, and her mother, a former social worker, was active in many 
community betterment organizations. Both took pride in their chil- 
dren’s accomplishments and were genuinely concerned over any 
impediments to their progress. The two older children, both boys, 
had been successful students and well-accepted members of the 
community, being active athletically and socially. Betty’s oldest 
brother had recently completed medical school and had married a 
fine girl. The second of her brothers was a graduate student in so- 
ciology at a fine eastern university. 

Betty’s own social and educational progress was meager indeed 
when compared to that of her siblings. She had, unfortunately, been 
a sickly child, and almost from her infancy required a series of sur- 
gical operations. These involved the correction of sensory and or- 
thopedic difficulties. By the age of eleven she was making satis- 
factory progress at school when she developed a severe case of 
measles. This was accompanied by an inflammation of the middle 
ear, a skin infection, vertigo, and nausea. Although she did not de- 
velop convulsions or meningitis she was diagnosed as haying mea- 
sles encephalitis. 

Following this illness Betty began a rather isolated social life. 
Her academic record became mediocre and she had no friends. 
She tired very easily and hence was restricted to sedentary activi- 
ties, During adolescence, when other girls were actively dating, 
Betty always stayed at home alone, feeling strange and différent 
from the others. Her only companion for the past four years had 
been a Siamese cat which she constantly fondled, took with her 
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everywhere, and could not tolerate to leave. She developed an in- 
tense fear of fire which manifested itself in crying even at the 
sight of a lighted match or a stove. While she had never been af- 
fectionate toward her parents, she cried and had temper tantrums 
if they left the house, and behaved similarly when strangers came 
to visit, thus severely restricting their social life. She had been in an 
almost continuous program of outpatient psychotherapeutic care 
from the age of fourteen, but this did not seem to affect her be- 
havior in any way. 

Shortly before hospitalization Betty began to have increasingly 
frequent outbursts of crying, screaming, and cursing. She told her 
parents that she wished they were dead and that the house would 
burn down. She told her father that she wished he would have a 
heart attack or die of cancer, hit her mother with a broom, and con- 
stantly threatened to run away. This began when she learned her 
eldest brother was to visit the family, and when she further learned 
that allergies of the brother’s child would necessitate giving her 
cat to a veterinarian for the visit. From then on her tantrums were 
continual and uninterrupted. 

At the time of hospitalization Betty was crying and agitated. She 
was tired and angry, and also appeared to be frightened by the 
hospital and depressed at being there. She was well oriented in all 
spheres, but very infantile as to her behavior and concerns. She 
viewed hospitalization as a punishment for being naughty, and ex- 
pected to be released when she had atoned for her misbehavior. 
An EEG performed during this hospitalization was severely ab- 
normal, and indicated diffuse brain damage. 

After a short period in the hospital Betty had calmed down suffi- 
ciently to be released. Later contact with her family showed that this 
behavior continued unabated over a number of years and eventu- 
ally required permanent institutionalization. 


Corinne W., a forty-three-year-old widowed mother of three 
children, was admitted for the first time to the psychiatric wing of a 
municipal hospital in a large southern resort area. She had been 
employed as a desk clerk at one of the large beachfront hotels. She 
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and her children lived with her aged mother in a small house in the 
poor section of the city. 

Corinne was the second of three children born to a lower-class 
family. Her father was an erratic worker who did odd jobs in sev- 
eral of the local hotels. Although work was generally available for Ar 
him, he often preferred to spend his time gambling and passing the 
time with cronies. His improvidence touched off many quarrels at 
home, and on many occasions he became angry enough to strike | 
Corinne’s mother. The only child in the family who received any 
affection from their father was the eldest, a son, who was openly 
favored. This indifference of Corinne’s father toward her was- 
matched by the ineffectuality of her mother, who was described as 
a weak, whining person. Full of hypochondriacal concerns, she ie 
imented the children so that they made minimal demands on her, 
and even expected them to care for her whenever possible. Not un- 
commonly her intense anger at her husband was vented on the chil- _ 
dren, each of whom tended to feel alone and unloved. Corinne’s 


which most of her energy went into avoiding her parents. 

Corinne married at seventeen before completing her senior yi 
of high school. She quite frankly admitted that she wanted aff 
tion and a refuge from her unhappy home. Her first husband wa: a 
man fifteen years older than she who worked as a cook for one of - 
the resort hotels in the community. His irregular work hours and 
terest in other women were sources of conflict between the 4 
throughout the marriage. Despite the fact that three children w € 
born of the union in quick succession, Corinne divorced her hus- 
band five years after they were married. Two years after her di- 
vorce she married a man nearer in age to herself and moved int 
the house that he shared with an older bachelor brother, This sec- 
ond marriage was a happy one, marred only by the brief but fre: iy 
quent absences of Corinne’s husband, who worked as a ‘truck 
driver. The marriage lasted fourteen years, until her husb d was 
killed in an accident while working. Although Corinne would hay en 
preferred to continue living in the home she had shared with her 
husband, she felt it improper to do so, since it was her broth k 


{ 


4 law’s house also. Therefore she moved in with her mother, who by 
a then was also a widow. 
3 The symptoms which led to Corinne’s hospitalization began to 
-become a problem about four months before she sought treatment. 
At that time her only daughter became pregnant by a fellow high- 
school student, and simultaneous with this Corinne began experi- 
encing a marked exacerbation of a lifelong tendency to suffer from 
headaches. As long as she could remember she had been subject to 
a headache of one or two days’ duration every six or eight weeks. 
At the onset of the crisis with her daughter the headache, consisting 
of sharp pain beginning behind one of the eyeballs and radiating 
to the top of the head, was with her almost constantly. On occasion 
Corinne would become quite dizzy and would fall down without 
showing further signs of convulsions. This type of “spell” had also 
occurred in the past, but only on relatively rare occasions when 
_ She was particularly tense. Corinne began to notice also that she 
had a tendency to fall toward the right when walking. Her memory 


“difficulty she was beginning to experience in judging distances. 

' All of the symptoms which have been described were intensified 
about two weeks before hospitalization when Corinne’s brother-in- 
law—who was being of great help in arranging for her daughter to 
give birth to her child in some distant city, and to place the child 
for adoption there—began making sexual overtures to her. This up- 
i set her, but she did feel grateful for his support and help when she 
} i needed him, and ultimately Corinne succumbed to his advances. 
S Subsequently she was taken by a severe headache of one week’s 
ration which led her to seek help from a local general practi- 
ner, He recommended that she enter the city hospital for ob- 
rvation. 

When she was interviewed in the hospital Corinne was very 
gitated and depressed about life and her future. She worried over 
her children and feared that her aged mother would not be able to 
e them properly. Her thoughts seemed all a jumble and the 
story she gave was almost incoherent. She was oriented, however, 
ier memory for recent and remote events seemed relatively 
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for recent events seemed impaired, and she was quite upset at the 
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unimpaired. Higher mental functions were impaired, nevertheless, 
so that she experienced difficulty doing simple calculations and re- 
sorted to very literal translations of proverbs. 

At the beginning of her hospital stay Corinne slept poorly and 
her appetite was poor, as it had been for some months, resulting in 
considerable weight loss. She was given three electroencephalo- 
grams at different times and each of these revealed an abnormality 
which was consistent with a convulsive disorder. Corinne responded 
well to routine hospital care and was discharged after a two-week 
stay. A drug was prescribed which would control her seizures and 
she was advised to remain in close contact with her physician. 


Sarah J., an eighty-one-year-old widow, was admitted to a state 
hospital on the West Coast by‘her eldest son, with whose family she 
had been residing for only four months. Prior to that time she and 
her husband, a retired banker, resided in the family home that 
they had moved into when they married. 

When she was admitted, Sarah was unable to give a very co- 
herent history, and what little personal background was obtained 
came from relatives whose knowledge was sketchy. It was known 
that Sarah was an only child born to an immigrant couple after 
they had migrated from Central Europe to the West Coast of the 
United States. Her father was trained as a physician and was able 
to resume the practice of medicine in America, making a comforta- 
ble living. As an only child Sarah received much attention from her 
parents and never wanted for material objects. Eschewing a col- 
lege education, Sarah chose to marry a few years after graduating 
from high school. She chose for a husband a man who was ten years 
her senior and who was already well established in the business 
community. 

Sarah’s husband was a quiet man who was thoroughly devoted 
to her. He gave in to her on most matters and preferred to allow 
her to have her way than to engage in disagreement. As a result 
she was considered a rather domineering woman by her children 
and the few friends of the family. Sarah never developed many in- 
terests apart from the duties of running her household and bringing 
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up the two sons born to her early in the marriage. Aside from 
yearly vacation trips with her husband, at his insistence, Sarah did 
not care for recreation. Neither did she read nor become fond of 
the theater, movies, radio, or television as each of these entertain- 
ment media rose in prominence. She was always a meticulous, tidy, 
punctual person who attended strictly to business and did not seem 
to need fun. The only activity which took her regularly from her 
home was that centered about her synagogue, which she attended 
faithfully. 

For the fifteen years prior to her hospitalization Sarah and her 
husband lived uneventful lives in retirement. In the few years before 
admission Sarah displayed occasional memory lapses, as when she 
would prepare dinner on evenings when she and her husband had 
agreed to eat at the home of one of their children. About seven 
months prior to her hospital admission Sarah’s husband, by now in 
his early nineties, suffered a heart attack, and subsequent to this 
Sarah began to deteriorate noticeably. Her husband seemed to re- 
cover for a time, but upon his death four months after the heart at- 
tack, Sarah had to be moved to the home of her eldest son, and 
it was then abundantly apparent that she was generally confused 
about her whereabouts and very forgetful. Within a few weeks she 
began insisting that her husband was not dead, but was expecting 
her to return to him, and that he was awaiting her in the old home 
they had shared for so many years. She failed to recognize her 
daughter-in-law or her grandchildren, insisting they were strangers. 
She occasionally grew very angry with her son because he disa- 
greed with these ideas, and she grew so violent she had to be re- 
strained, Her son and his wife grew particularly concerned when 
Sarah slipped out of the house on a midwinter evening intending 
to walk the seven miles to her old home. After this incident the fam- 
ily doctor was consulted and he recommended her hospitalization. 

When she was seen in the hospital Sarah appeared relatively 
comfortable, except when she would inappropriately interject ques- 
tions like “Have you found out what they did with my china?” She 
talked freely and was friendly but often was completely incoherent. 
She could not state the date and, although she knew she was in a 
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hospital, was not aware that it was in the same city where she had 
lived most of her life. Her memory was poor for both recent and 
many remote events, so that she could not give her correct age or the 
year in which she was born. Neither did she know how long she 
was married, the address of her home, or her phone number. Sarah 
could not name the then current president of the United States or 
the doctors or nurses to whom she had just been introduced. When 
asked to name a large river in the United States she replied the 
“River William.” This disorganization extended to her ability to 
do even the simplest of calculations, and she was totally unable'to 
grasp the point of proverbs or to form abstractions. j; 

Sarah remained hospitalized for the remaining three years of her 


life. During this time there was no essential change in her condi- 
tion. 


Leo D., a sixty-eight-year-old father of two sons and one daugh- 
ter, was admitted to the psychiatric ward of a private hospital in a 
large eastern metropolis. He was the owner of a very well-known 
furniture business which he had built up over the years and whic 
he managed with the assistance of his eldest son. He and hi 
wife resided in a small but comfortable midtown apartment. 

Leo was born in one of the poorest sections of the large city in 
which he had lived all his life. His father was a factory worker 
who was employed only sporadically because he drank excessively. 
In general, the father was described as an improvident one, with 
little real interest in his children, and Leo always felt a mild res 
ment toward the parent because he caused frequent quarrels 
home. His mother, on the other hand, was a warm person who 
doted on her only son and openly favored him over his two younger 
sisters, his only siblings. She was ambitious for Leo and took up 
teins of family support whenever his father became too errati tiny: 

Because of the family’s poor Circumstances Leo’s formal i 
schooling ended after grade school, but he was urged by his m 
to become an apprentice in a small cabinet-making shop in 


neighborhood in order that he might acquire a useful trade. The: 
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he learned to make furniture and in the course of a few years devel- 
oped considerable skill. When still in his teens he engaged in a bit- 
ter quarrel with his father and was ordered from the house. Since 
he was able to support himself Leo welcomed the opportunity to 
_ live in a more peaceful setting, but he missed his mother. He was 4 
so intense in his anger at his father that he never again spoke to ; 
him. In his work Leo made excellent progress, to the point where, 3 
-while in his twenties, he was able to open his own business of manu- ; 
g facturing furniture. His success at this eventually led him to open l 
his own retail outlet and ultimately to considerable financial suc- ¢ 
cess. 
_ In his early thirties, Leo married a girl from his old neighbor- i 
$ hood and in the space of a few years she bore him three children. ; 
_ After twenty-seven years of a generally happy marriage his wife 
_ died of a heart ailment. At this time, since all the children were Ss! 
: ih then married, he accepted the invitation of his second son to | 
ve with him and his wife of only one year. In time it became ap- 
i arent to Leo that his son and daughter-in-law asked him to live 
_ with them primarily so that they could inveigle what money they 
Y d from him. It also became apparent that because of his “kind- 
s” his son hoped to receive a larger share of the family business 
1an would ordinarily revert to him. As this became more and more 


$ ipparent to Leo he grew more and more angry, and the situation 
ulr ult of which Leo moved from his 


position in the family busi- 
iess. Leo then lived alone for two years when, at sixty-five, he de- 
"cided to marry a widow ten years his junior who had been an em- 
i e of his for several years. 
` The illness which eventuated in Leo’s hospitalization began to 
k develop as the result of a combination of factors about six months 
before his admission. One of these involved a few business setbacks, 
i like of which had occurred in the past occasionally, but which 
A how seemed more threatening at this time. Shortly after being 


beset by these concerns over business affairs, he suffered a mild 


‘stroke. There was some paralysis at first, but it subsided rapidly, 
cay) omatology. While in the hospital 


some mild residual sympt 
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with this condition he was prevailed upon by his daughter to see the 
son he had disowned. She indicated that things had gone very 
badly for the son, and he was barely able to earn a living for his 
small family. Leo grew anxious and depressed. He also had diffi- 
culty sleeping. When he made a partial recovery from his stroke 
he attempted to return to work, only to find that he tired very eas- 
ily; he would come home exhausted, only to sleep restlessly. Gradu- 
ally these symptoms worsened, his appetite diminished to the extent 


that he lost twenty pounds, and he began to feel quite self- 
depreciative. He brooded over past indiscretions, 
and blamed himself for his first wife’s death a 


Straits. Eventually he gave up trying to work and began hinting 
that he had suicidal ideas. At this point his family doctor, who had 
been following the case, recommended hospitalization. 

When he was interviewed, Leo appeared to be a neat, 
distinguished-looking man who was alert and cooperative. He gen- 
erally wore a stern expression mixed with occasional hints of sad- 
ness. A frequent theme of his remarks Was the feeling that he had 
become old and did not feel capable of coping with situations as he 
once could. His orientation for time and place was good, but 
there appeared to be mild lapses of both recent and remote mem- 
ory. Higher-level mental activities such as grasping the essence of 


proverbs and forming verbal abstractions were both quite im- 
paired. 


cried when alone, 
nd his son’s sorry 


5 Iting in a marked improvement. 
He was discharged to the care of his family doctor, 
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affect, thinking processes, and judgment, as indicated early in the 
chapter. These patients were not uniformly impaired in all spheres, 
but each displayed fairly obvious defects in some of them. Amanda 
P., Helen Q., and Sarah J. were each wholly or partially disori- 
ented. All of the patients described, with the exception of Leo D., 
manifested some degree of incoherence and confusion. None who 
were tested on their interpretation of proverbs could respond on 
the usually acceptable abstract plane. The affective disorder 
marked by extreme lability and shallowness was most marked in 
the case of Betty L., and to some extent Sarah J. 
In several cases there seemed to be obvious relationships be- 
tween external events and the manifestations of the organic dis- 
orders. Amanda P., a woman who was apparently starved for 
warmth and affection, was prompted to drink when she began to 
lose the attention of her husband. In many ways the almost help- 
less state to which she was reduced by her pathology seemed an in- 
fantile plea for the concern of her husband. Helen Q. seemed to 
become worse after experiencing the debilitating effects of a severe 
cold and, when at her worst, many of her earlier, unexpressed sus- 
picions and hostile feelings found expression. Betty L., in character 
with the childish person she had been for several years, showed a 
_ marked exacerbation of symptomatology when faced with what an 
Outsider might have considered a trivial frustration. Corinne W.’s 
chronic headaches, due to an organic condition, showed a marked 
upsurge with the stress of her daughter’s pregnancy, and later again 
as a result of her own sexual indiscretions. Sarah J. had undoubt- 
edly been undergoing progressive deteriorative changes for some 
time but, aside from some memory lapses, failed to display much 

_ overt behavioral symptomatology until her husband fell ill and 
eventually died. It seems apparent that she depended greatly on 
him and the way of life they had shared for so many years, and, 
when this was no longer available to her, she completely broke 
down, displaying a variety of organic signs. Leo D.’s disorder, 
which included much depression, came in the wake of business re- 

verses and family troubles, and in reaction to the debilitating phys- 
ical effects of the organic pathology. 
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Before closing the discussion it seems worthwhile to contrast the 
symptom patterns of Sarah J. and Leo D., since both suffered or- 
ganic syndromes which typically befall the aged. At times it is 
difficult to distinguish between organicity due to impaired or dis- 
rupted circulation in the blood vessels of the brain—as suffered by 
Leo D. who had cerebral arteriosclerosis—; 
and deterioration found in Sarah J. 
One differentiating feature often n 
the cerebral arteriosclerotic developing his symptoms less gra 
ually than the senile patient. In Leo D.’s case, there was a fe 
sudden onset marked by a stroke, after which neurological invo! Z 
ment seemed clearly present. Sarah J. did seem to display a more} 
gradual development of symptomatology, although the exacerba- 
tion after her husband’s illness was marked. Another often men- 
tioned differentiating feature between the two disorders is the feel- 
ing the patient has about his disability, and on this score Leo D. i 
and Sarah J. seemed markedly different. Leo D. was anxious and 
depressed because he was well aware that he had changed some- ; 


how in his capacity to do things as he had done them before his 
stroke, and this concern i 


and the gradual atrophy 
—who had senile brain disease. 
oted is the mode of Onset, with 


tional powers. 


CONCLUSION 


| 
The differences between the acute and the chronic brain di 


sorder: 
are perhaps amply illustrated by these examples. Both disorde 


The primary difference lies in the 


those patients labeled as having acute brain syndrome were 


cover normal functioning, albeit without any change in basic ae 
rsonality structure. Those suffering from the chronic brain syn- 
‘ome could expect some of their symptoms to subside, but were ” 
with some lifelong impairment. Bs 
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Associative disturbance, 52, 63, 189 
(See also thinking; thought 
disorder) 
Asthenia, 264 
Asthma, 125 
Attention, 20 
span, 11 
Autonomic nervous system, 124, 138 


Barbiturate intoxication, 280 
belle indifference, la, 167 
Bleuler, E., 3, 51, 53, 106 
Body image, 123 
Brain syndrome, 276-303 
acute, 277-287 . 
differential diagnosis, 277, 287, 
302-303 
onset of symptoms, 278, 280- 
282, 284-287 
chronic, 277, 287-303 
differential diagnosis, 277, 287, 
302-303 
onset of symptoms, 288-293, 
295, 297, 299-302 
“Burned out” schizophrenic, 100 


Cameron, N., 108, 121 
Case histories, unreliability of, 6 
Central nervous system, 123, 160, 
276-277 
Cerebral arteriosclerosis, 302 
Character disorders (See Personality 
disorders) 
Childishness, 186, 293, 301 
(See also Immaturity) 
Comprehension, impairment in, 277 
Compulsions, 104-105, 167, 169, 
171-173, 175-177, 183, 207 
Compulsive personality (See Per- 
sonality trait disturbance, 
Compulsive personality) 
Concentration, difficulty in, 138, 
284-287 
Concreteness, 281, 291, 296 
(See also Abstract thinking, im- 
pairment) 
Concussion, 283, 287 
Conduct disturbance, 264 
Confidence, lack of, 45 
Conform, inability to, 237 
Conformity, 230 
Confusion, 13, 264, 278, 289-291, 
297, 301 
(See also Orientation) 
Conscience, 230 
Conscientious, overly-, 230-231 
Consciousness, loss of, 93,290 
Consciousness, self-, 195, 207-208 


Constipation, 26, 28, 33, 43, 48 
Control, emotional, 14, 25 
loss of, 10, 34, 37, 73, 99, 124, 

183, 192, 212, 217, 232, 293, 
297 

Conversion reaction (See Psychoneu- 
totic disorders, conversion 
reaction) 

Convulsions, 290, 295-296 

Cruelty, 264 

Crying (See Weeping) 

Cyclothymic personality (See Per- 
sonality pattern disturbance, 
Cyclothymic personality) 


Daydreaming, 230 
Death, fear of, 8, 34, 146 
Decompensation (See Deteriora- 
tion) 
Defensive mechanisms, 137-138, 183 
Dejection, feeling of, 84 
Delinquency, juvenile, 238, 247 
Delirious mania (See Mania, de- 
lirious) 
Delirium, 152, 281 
tremens, 282 
Delusions, 9, 13, 170, 209, 286 
hypochondriacal, 8 
(See also Hypochondriacal 
complaints) 
in involutional psychotic Teactions, 
13, 15, 17-18, 20-22 
in manic-depressive reaction, 25- 
26, 31, 35, 37 
paranoid, 9-13, 276 
in paranoid reactions, 107-108, 
p 110-111, 119-121 
in schizophrenic reactions, 53-54, 
59, 61, 63-65, 71-73, 76, 80- 
ORS, 91-94, 96, 99, 102, 
Demands, excessive, 223, 240 
Dementia, 281 
Demerol, 257-258 “ 
penal 210 
pendency, 135, 141, 188, 190-191, 
218-219, 228-230, 264 rae j 
Depersonalization, 53-54, 94 
Depreciation, of self, 9, 38, 43, 45, 
90, 182, 202, 273, 281, 300 j 
Depression, 8-9, 11, 17, 19-20, 23 
36-39, 41, 43, 48, 52, 62, 90, 


93, 95, 97, 99, 127, 130, 132, ay 
138, 141, 143, 148, 150, 1527 
156, 158, 177-179, 181-182, 
184, 197-203, 210, 227, 267, An 


269, 274, 276, 281, 286, 290- 
_, 291, 293, 295, 3000302" w 
agitated, 27-28, 94 


a. 
JEN 


post partum, 149 
= reactive, 42, 177 
Depressive reaction (See Psychoneu- 
totic disorders, depressive re- 
action; Psychotic depressive 
reaction) 
Destructiveness, 264 
Detachment, attitude of, 17 
Deterioration, 95, 102 
Diagnosis, differential, 2-4 
deficiencies in, 262 
Diarrhea, 71 
Disorientation (See Orientation) 
Displacement, 183 
Dissatisfaction with life, 8, 10 
Dissociation, 84, 95, 99 
Dissociative reaction (See Psycho- 
neurotic disorders, dissocia- 
i tive reaction) 
Dizziness, 140-142, 292, 295 
Doubting, 232, 235 
of self, 230 
Drinking, 30, 34, 57, 59, 62, 154, 
226, 253, 264, 271-272, 282- 
284, 287-288, 301 
(See also Alcoholism; Socio- 
pathic personality disturbance, 
addiction) 
Drug addiction (See Sociopathic per- 
sonality disturbance, addic- 


tion) 
_ Drug therapy, 66, 76, 81, 97, 116 
(See also Tranquilizers) 

Dynamics, personality, 5-6, 144, 148, 
150, 190, 237, 262 

Dyssocial reaction (See Sociopathic 
personality disturbance, dys- 
social reaction) 


Ears, pressure in, 284, 287 
Eat, ee to, 26, 67, 76-80, 85, 


(See also Appetite, loss of) 
i Eating difficulty, 18 
_ Eccentrics, 55 
_ BEG, 281, 285, 293, 296, 300 
- Elation, 90, 197-198 
per barrassment, tendency toward, 


aD 38 
= Emotion (See Affect) 
foonil Grlenioration, 52, 54-55, 


_ Emotionally unstable personality 

a" (See Personality trait disturb- 
ance, emotionally unstable 

+ ersonality) 

Enuresis, 241, 264 

_ Excitability, 73, 95, 264 

_ Exhibitionism, 250, 252-256 
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Extrapunitiveness, 9 
(See also Aggressiveness) 
Extraverted, 230 ` 


Failure, feelings of, 203 

Fainting, 75, 164 

Fatigue, 138, 186 

Fears, 140, 199-200, 204, 293 

(See also Phobias; Phobic re- 

action) 

Feces, smearing, 63, 103 

Fellatio, 251 

Fenichel, O., 54 

Fetishism, 250 

Fever, 278 

Folie à deux, 120 

Forgetfulness, 10 

Fowler, J. B., 24 

Freud, S., 3, 168 

Fugue, 152 


Giggling, 63, 68 

Gross stress reaction (See Stress re- 
action, gross) 

Guilt, 8-9, 11, 13, 19-20, 22, 26, 73, 
128, 150, 152, 179, 207, 227, 
238, 266-267, 272, 274 


Habit disturbance, 264 

Habit spasms, 264 

Hallucinations, 9, 283, 286 
in involutional psychotic reactions, 
in manic-depressive reactions, 25- 


> 314, 


in paranoid reactions, 107, 115, 
121 

in psychotic depressive reaction, 
43 


in schizophrenic reactions, 53-54, 
61, 63, 72, 76-78, 81-82, 84- 
88, 96-97, 99, 102, 105, 108 
Headaches, 10, 67, 126-128, 134, 
278, 295, 301 
Heart attack, 297 
Hedonism, 238 
Histrionics, 230 
Homosexuality, 71, 82-84, 176, 207- 
208, 250-252, 255-256 
Hospitalization, recurrent, 13-14 
(See also Symptoms, recurrent) 
Hyperactivity, 21, 34-35, 37-38, 90- 
91, 119, 264 
Hypnosis, 267 ik 
Hypochondriacal complaints, 8, 26, 
93, 96, 104, 153-154, 171, 
276 
Hypomania, 202 
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Hysteria, 159 
Hysterics, 230 


Ideas of reference, 81, 88, 95,99 
Immaturity, 188, 212, 214, 217 
(See also Childishness) 

Impotence, 14, 20, 21, 207, 254 

Impulsivity, 186, 189, 205-206, 216- 
217, 222, 229, 264 

Inadequacy, feelings of, 195 930115; 
133, 135, 138, 158, 171, 176, 
182, 190, 208-209, 217, 220- 
221, 225, 231-232, 253, 261 

Inadequate personality (See Person- 
ality pattern disturbance, in- 
adequate personality) 

Incipient schizophrenic reaction, 100 

Indecision, 8 

Indigestion, 130 

Inefficiency, 219, 264 

Inhibition, 230 

Insecurity, 19 

Intellectual functioning, 20-21 

Interests, narrow range of, 22-23, 32, 
43, 49, 290, 296-297 

narrowing of, 8, 12, 19, 26, 32y 

54, 93, 96, 201, 281 

Intropunitiveness, 9 

Introverted, 230 

Involutional psychotic reaction, 7- 
23, 27, 41, 49-50, 108 

differential diagnosis, 9, 23, 121- 

122 


etiology, 7-9 
incidence in men and women, 7-8 
onset of symptoms, 7, 10, 12, 14- 
15, 17, 19-20, 23 
Irritability, 8 
Isolation, emotional, 177, 191 
(See also Affect) 


Jealousy, 14-15, 169, 204, 212 
(See also Delusions, paranoid) 
Judgment, 301 
impairment, 277 
poor, 186 


Kahlbaum, K., 3 


Kolb, L. C., 4,'7, 123, 138, 145, 237 
Kraeplin, E., 3 


Latent schizophrenic reaction, 100, 
105 


Laughter, inappropriate, 62-63, 65, 

72, 102 

Learning impairment, 277, 286 

Lidz, 123 

Logical thinking (See thinking, 
coherent) 


Loneliness, 171, 180 
Loss, emotional, 49-50 
Love (See Affection) 
Loyalty, lack of, 238 
Lying, 242-243, 288 


Mania, 38-39 
delirious, 74 

Manic-depressive reaction, 9, 23-40, 

49, 89, 108, 197-198 

depression, acute, 26 
depression, simple, 26 
depressive stupor, 26 
depressive type, 26-27, 41 
differential diagnosis, 9 
etiology, 40 
hypomania, 25 

-= Mania, acute, 25 
mania, delirious, 25 
manic phase, 24-25 
mixed type, 27 


onset of symptoms, 24, 28, 30, 3227 
36, 39 


Masochism, 250 
Masturbation, 65, 207, 251, 253-254, 
264, 268 


Measles encephalitis, 292 
Memory, 20, 38, 53, 72, 84-85, 87, 
eee 283, 285, 297, 300- 


recent, 11, 13, 21, 28-29, 83, 87, 
91, 93, 97, 277, 281, 285, 
289, 291, 295-296, 298, 300 
remote, 13, 21, 28-29, 83, 91-93, 
97, 267, 281, 285, 295-296, 
298, 300 
(See also Amnesia) 
Menopause, 7, 10, 12, 17, 21-29 
Methodical, 230-235 
Meticulousness, 297 
eyer, A., 3 
Mood swings, 9, 23-25, 28, 31, 38- 


39, 41, 94, 197-199, 202 
Morale, poor, 264 


Morphine, 257 
otor processes, slowing of, 9,13 
__ 14,23, 26, 39, 41, 98-99” 
Multiple Personality, 153 
era Pe 73-74, 71-78, 80, 103, 


Mutilation, of self, 64-65 


Nail-biting, 264 
Narcissism (See § 


elf-centered 
arcotics, 222 Tae 


Nausea, 142, 155, 161, 163, 290,292 


Neatness, 234 


—<—<«_ <_  - 


K Negativism, 13, 74, 78, 228 

wa! (See also Stubbornness) 

= Neologisms, 63, 82 

= Neuritis, 289 

© Neurotic disorders (See Psychoneu- 
WPi rotic disorders) 

= Neurotic traits, 264 

= Nightmares, 264, 266-267, 290-291 
— __ (See also Sleep, disturbances in) 
= Nirvanallike feeling, 98 

i fs Noyes, ne 4,7, 123, 138, 145, 


Beer 
“Numbness, 290, 300 


yy 
é \} 
e 
Obsessions, 167, 171, 174-177, 179, 
» ae 183, 201, 205, 208 
__ Obsessive-compulsive reaction (See 
SA BS Psychoneurotic reaction, ob- 
ky 
whee 


` 
"oa 
fe, 


sessive-compulsive reaction) 
 Obsessive-ruminative state, 168 
Occupational adjustment, 61 
Oedipal conflicts, 151 

Opiates, 257 

_ Organic disorders, 4 


Tast 
—— 


3 | Orientation, 12, 17, 20, 31, 38, 43, 
d! 53183, 85, 87, 91, 93, 97, 99, 
«149, 202, 235, 260, 267, 281, 
4 289, 295, 300-301 


for time and place, 11, 13, 21, 25, 

Pe 333155, 93, 1234217, 2195 
D283; 285, 287, 291, 293, 297- 
~~ 298, 300 


J 
UEN i 


, to E b j 
"Pains, 11, 130 

IGE araldehyde, 283 
Paralysis, 163, 166, 264, 299 
Paranoid delusions (See Delusions, 
| paranoid) 
Paranoid personality (See Person- 
_ ality pattern disturbance, 
paranoid personality) 

= Paranoid reactions, 23, 107-122 


7 Ser O -M 
alte ae 


a 


differential diagnosis, 108, 120-122 


” etiology, 120-122, 204 
onset of symptoms, 109-110, 112- 
K: ) paranoia, 107-108 
_ paranoid state, 107-108 
oid tendencies, 138, 248 
assive-aggressive personality (See 
= Personality trait disturbance, 
BEAR passive-aggressive person- 
we ality) 
Passive-dependent character struc- 
Bee), ture; 130, 136 
Passive resistance, 176 
ity, 218, 224, 228, 230, 281 
a, 250 
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Perplexity, 95 

Personality disorders, 185-262 

Personality pattern disturbance, 185- 
211 


cyclothymic personality, 186, 197- 
204 


differential diagnosis, 197-198 
etiology, 202-203, 209-210 
Onsero: symptoms, 199, 201- 


prognosis, 203-204 
differential diagnosis, 185, 236 
etiology, 209 
inadequate personality, 186-191 
differential diagnosis, 191 
etiology, 190-191 
onset of symptoms, 187-189 
paranoid personality, 186, 204- 


209 
etiology, 208-210 
oneto symptoms, 205, 207, 


prognosis, 209 
schizoid personality, 186, 191-197 
etiology, 196-197, 209-210 
onset of symptoms, 193-196 
prognosis, 196-197 
Forson uy trait disturbance, 211- 


compia personality, 211, 230- 
23 


x differential diagnosis, 230 
onset of symptoms, 232, 234 
differential diagnosis, 236 
emotionally unstable personality, 
211-218 i 
differential diagnosis, 218 
etiology, 217 
onset of symptoms, 213, 215- 


217 
etiology, 211, 236 : 
passive-aggressive personality, 
211, 218-230, 261 
aggressive type, 218-219, 225- 
227, 229: differential diag- 
nosis, 218 
etiology, 218, 228-230 
onset of symptoms, 220-222, 
224, 226-227 
passive-aggressive type, 219, 
223-225, 228 
passive-dependent type, 218, 
221-223, 228 
Pessimism, 8, 11, 16, 202 
Phobias, 41, 12, 32-34, 67, 93, 144, 
169, 176, 183, 264 
acrophobia, 145 
agoraphobia, 145 
claustrophobia, 145 
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mysophobia, 145 
ocholophobia, 145 
symbolic meaning of, 145 
(See also Psychoneurotic dis- 
orders, phobic reaction) 
Phobic reaction (See Psychoneu- 
rotic disorder, phobic re- 
action), 
Placebo, 116 
Pouting, 219, 240 
Precipitating stress, 49 
Premorbid personality, 22, 81, 275- 
276, 286 
Prepsychotic schizophrenic reaction, 
100 


Procrastination, 219, 228 
Projection, 22, 176, 204, 208, 210 
Psychogenic disorders, 4, 7 
Psychoneurotic disorders, 137-184 
anxiety reaction, 137-144, 183 
etiology, 144 
onset of symptoms, 139-141, 
143-144 
conversion reaction, 124, 137, 
159-167, 183 
onset of symptoms, 161-165 
Case reaction, 137, 177-183, 
1 


differential diagnosis, 177, 182 
etiology, 177, 182 
onset of symptoms, 177, 179, 
181-182 
rognosis, 182-183 
differential diagnosis, 183-185 
dissociative reaction, 137, 151- 
159, 183 
etiology, 158-159 
onset of symptoms, 154-157 
etiology, 183 
obsessive-compulsive reaction, 
137, 167-177, 183-184 
differential diagnosis, 230 
etiology, 168, 176-177 
onset of symptoms, 169-176 
other, 184 
phobic reaction, 137, 144-151, 183 
etiology, 150-151 
onset of symptoms, 146-149 
Psychopath, 237 
(See also Sociopathic person- 
ality disturbance) 
Psychophysiologic autonomic and 
visceral disorders, 123-136 
etiology, 135-136 
nee os emp onts, 125-130, 132, 


pro; ei 136 | 
oge also Psychosomatic dis- 
orders) 


Psychosexual development, faulty, 
250, 255 
Psychosomatic disorders, 123-124, 
144, 137-184 
cardiovascular, 124 
endocrine, 124 
gastrointestinal, 124, 129-135 
genitourinary, 124 
hemic and lymphatic, 124 
EO 124, 126-128, 
3 


nervous system, 124 

Tespiratory, 124, 135 

sense organs, special, 124 

skin, 124, 128-129, 135 

structural changes, 123-124 

(See also Psychophysiologic: 

autonomic and visceral dis- 
orders) 

Psychotherapy, 26, 49, 91, 104, 126- 
129, 134-136, 139- 140, 142, 
146, 148, 150, 155, 162, 165, 
173, 175, 177, 179- 182, 190- 
191, 197, 203, 206, 208- 209, 
214, 216, 218, 221, 223, 225, 
227-230, 232- 233, 235. -236, 
244, 249, 255, 257-258, 267, 
269, 293 

Psychotic depressive reaction, 41- 
50, 177, 182 

differential diagnosi 41-42, 49- 
50, 177, 182 
onset A symptoms, 41, 43, 45, 47- 


premorbid personality, 49-50 
Punishment, seeking, 238 


Rape, 250 

Rash, skin, 128-129 

“Reaction types,” 3-4 

Reality, contact with, 41, 51-53, 81- 
82, 107-108, 120, 183 

Recluses, 55 ` 


Recognition, frustration in need for, 


Reconstitutive efforts, 54 
Regression, 54, 66, 68, 72-73, 103, 
186, 211, 217 
Regret, 22, 230° 
Rejection, 249 
pare 10, aa 65-66, 71-72, 
Remorse, aes of, 243 
Rennie, T. A A. C., 24 7 
Repression, 183, 192, 273 
Resets feelings of, 218-219, 
ant > 
Erpen 30, 238, 246, 258, 
Respect, frustration in need for, 237 h 


Restlessness, 8, 10, 13, 20-21, 23, 
178, 284-285 
Rituals, 168, 173, 175 


Sadism, 250 
Schizoid personality (See Person- 
ality pattern disturbance, 
a schizoid personality) 
Schizophrenic reactions, 51-106 
` accessory symptoms, 51, 53-54 
acute undifferentiated type, 94-100 
differential diagnosis, 99-100 
-~ Onset of symptoms, 95-98 
catatonic type, 73-81, 88 
onset of symptoms, 73-76, 79- 
80 


prognosis, 73 

response to questions, 81 
childhood type, 106 
chronic undifferentiated type, 62, 
` 100-106 
ai: pour erential diagnosis, 100, 105- 


onset of symptoms, 100-101, 
104 


etiology, 192 
fundamental symptoms, 51-53 
hebephrenic type, 62-73 
onset of symptoms, 62, 70-73 
paranoid type, 73, 81-88, 107-108 
differential diagnosis, 120 
N onset of symptoms, 81-82, 85- 


pretermminal stage, 100 _ 
gizo affective type, 89-94, 99- 
0. 


differential diagnosis, 89, 94, 
99-100 
paset of symptoms, 90-91, 93- 


simple type, 54-62 
eer ual diagnosis, 105, 122, 
1 


_ Onset of symptoms, 54-55, 61 
Seclusiveness, 10-11, 28, 47-48, 76, 
84, 104, 119, 154, 178-179, 
y 191-192, 196, 204, 207, 209, 
paa ` 285, 292 

* (See also Withdrawal) 
x Secondary gains, 159-160 
Self-centeredness, 202, 230, 238 
Senility, 302 
g Sex, fear of, 193 
= Sexual posustments problems in, 166- 


exual deviation (See Sociopathic 
« a Personality disturbance, sex- 
ual deviation) 
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Sexual functioning, decline in, 20-22 
Sexual offenses, 264, 268 (See also 
Sociopathic personality dis- 
turbance, sexual deviation) 
Sexual promiscuity, 241-242 
Shame, 152 
Shock, electroconvulsive, 11, 18, 20, 
23, 29, 31, 33, 40, 45-46, 48, 
66, 76, 79, 81, 94, 105, 281, 
287, 300 
Shyness, 14, 187, 189, 197, 207 
Sin (See Guilt) 
Sleep, disturbances in, 8, 10, 17-19, 
26, 34, 38, 43, 45-46, 93, 96, 
125, 130, 138, 154-155, 175, 
178-179, 183, 201-202, 234, 
266, 272-273, 275, 280, 290- 
291, 300 
(See also Nightmares) 
Sleep treatment, 38, 40 
Smiling, inappropriate, 78-79 
Sociopathic personality disturbances, 
108, 237-262 
addiction, 237, 256-262 
etiology, 256, 260-262 
onset of symptoms, 257, 259- 
260 


annoc] personality, 237-244, 
2 
differential diagnosis, 244-245, 
249 


etiology, 238, 244, 249 
dyssocial reaction, 237, 244-249 
differential diagnosis, 244-245, 
249 


etiology, 249 
sexual deviation, 237, 250-256 
etiology, 250, 255 
onset of symptoms, 251-253 
Soiling, 102-103 
Somnambulism, 152, 158, 264 
Speaking, refusal (See Muteness) 
Speech, coherent (See Thinking, 
coherent) 
rapid, 119 
Stammering, 264 
Stare, fixed, 279 
Stealing, 264 
Stomach, disorder, 131-132, 134, 
187 


Stress reaction, gross, 263-264, 273 
Stroke, 299-300, 302 
Stubbornness, 219, 241 

(See also Negativism) 
Stupor, catatonic, 73-74, 77, 79-80 
Stuporous immobility, 73 
Suggestibility, 166-167, 230 
Suicide, 41, 45 


" 


attempts, 11, 13, 21, 59-60, 62, 
i 126, 198-200, 203, 212-214, 
216-218 ; 
thoughts of, 20-21, 141, 179, 267, 
% 1, 300 t 
threats, 12, 15, 156 


“Sullivan, H. S., 94 y 


Suspiciousness, 11-12, 15-17, 23, 58, 
62, 86, 91, 112-114, 116, 120- 
121, 158, 187, 204-205, 208- 
209, 301 

- — (See also Delusions, paranoid) 

pymibolizetion of impulse, 145, 159, 
16 


Symptoms, recurrent, 35-36, 38-40, ~ 
= 46,49, 92, 105, 116, 126-127, 
130, 136, 261 


Temper tantrums, 219, 264, 268, 293 


_ Therapy, drug (See Drug therapy) 


Thinking, coherent, 17, 28, 31, 35, 
FORIO 110, 149, 199, 202, 
28 


incoherent, 20, 52, 63, 71-72, 85, 
87, 93, 99, 103, 260, 297, 301 
(See also Thought disorder 
gponurdisndei 53, 81, 94, 106, 
1 


(See also Thinking) 
Thought processes, slowing of, 9, 13, 
23, 26, 39, 41 
Thumb-sucking, 264 
Tics, 264, 290 
Timidity, 138 
Tranquilizers, 11, 15, 23, 74, 150, 
235-236 
(See also Drug therapy) 
Transient situational personality dis- 
orders, 263-275 


etiology, 263-264, 273-275 ù x 
onset of symptoms, 266, 268, 270- 
275 Ra 
prognosis, 275 + a 
Transvestism, 250 
‘Tremors, 74, 264, 283 
Truancy, 264 f: 
Tumor, 280 © J 


Ulcers, duodenal, EREK 
peptic, 130, 132-133 
Undoing, 183 } S 
Unreality, feelings of, 9, 48 n 
Vertigo (See Dizziness) 
Vitamin treatment, 283,287 
Vomiting, 290 EO 
Voyeurism, 250,254 - 


38-39, 43, 45-46, 93, 13 
140, 143, 153-1: 

__, 216, 232, 291, 293 j 
Weight, loss of, 19, 25-26, 28, 43, 
46, 74, 77, 93, 96, 

126, 129, 140, 146 

_. , 281, 296, 300 

Withdrawal 51, 54, 71, 74. 
i 105; 194, 197 
(See also Seclus 


Zwangsneurose, 168 
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